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a CLARENCE VAUGHAN was 
‘born at Mt. Airy, Randolph County, 
Missouri, October 27, 1851, the son of 
John and Adeline (Dameron) Vaughan. 

After completing the work in the ele- 
mentary schools, he attended Mt. Pleas- 
ant College, Huntsville, Missouri, from 
which institution he was graduated in 
1872, with the degree of Bachelor of 
Science. 

Thirsting for more knowledge, he 
went to the University of Michigan, 
where he received the degrees of MS. 
in 1875, Ph. D. in 1876, and M.D. in 
1878, and later, received the honorary 
degree of Sc. D. from the University of 
Western Pennsylvania, and that of LL. 
D. from half a dozen institutions of learn- 
ing. He studied also in the University of 
Berlin. 

He became assistant in the Chemical 
Laboratory at the University of Michi- 
gan in 1875, and in 1876 was appointed 
Instructor in Physiologic Chemistry. 

His progress in the field of medical 
education was rapid and steady. With 
Dr. William J. Herdman, he inaugurated 
the first instruction in practical pathol- 
ogy which was given at the University. 
He became Assistant Professor of 
Chemistry in 1880; Professor of Physi- 
ologie and Pathologic Chemistry and 


Associate Professor of Materia Medica 
and Therapeutics in 1883, and Profes- 
sor of Hygiene and Physiologic Chem- 
istry in 1887. The Hygienic Laboratory 
was opened in 1888, and Dr. Vaughan 
became its first Director. 

In 1891 he was made Dean of the 
Department of Medicine and Surgery 
of the University—the first graduate of 
the College to hold that position—and 
carried the heavy and responsible du- 
ties of the office until 192l1—a period 
of thirty years—during which time the 
University and Medical Department 
grew to a size and importance scarcely 
dreamed of in the earlier days. 

In 1898 Dr. Vaughan was commis- 
sioned a Major and Surgeon of the 33rd 
Michigan Volunteer Infantry and served 
in the Santiago Campaign, being ap- 
pointed Division Surgeon the same 
year, and recommended by the Presi- 
dent for the brevet grade of Lieu- 
tenant Colonel, Medical Corps, U.S.A. 

When the Spanish War was over, he 
was made a member of the Commis- 
sion to investigate the typhoid condi- 
tions in the concentration camps in the 
United States, and we, who were later 
his students, used to sit in awed ad- 
miration of his phenomenal memory 
while he gave us, in detail, the statis- 
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tics of the deplorable hygienic condi- 
tions which resulted in the death of 
thousands of our young men in those 
camps. 

When the United States entered the 
World War, he was commissioned a 
Colonel, Medical Corps, and was placed 
in charge of the division of commun- 
icable diseases. For his notable serv- 
ices in this post of duty he received 
the Distinguished Service Medal. 

He was a member of the National 
Academy of Sciences, the American 
Philosophical Society, the French and 
Hungarian Societies of Hygiene, and a 
Knight of the Legion of Honor of 
France, and was president of the As- 
sociation of American Physicians and 
of the American Medical Association. 

His contributions to medical literature 
were considerable. His best known 
books are a ‘‘Text-book of Physiological 
Chemistry,’’ and his three-volume work 
on ‘“‘Epidemiology and Public Health.’’ 
He gave more than a hundred and fifty 
articles to the current periodicals, as 
well as having been Managing Editor 
of the Journal of Laboratory and Clini- 
cal Medicine from 1915 to 1923. 

He was a teacher of remarkable pow- 
er, possessing those gifts of copious 
information, ready speech, and _ infec- 
tious enthusiasm which endeared him 
to many classes of students who won- 
dered at his immense fund of knowl- 
edge; honored and respected him for 
his power to impart it; and loved him 
for his wide, human qualities of under- 
standing and helpfulness. 

Col, Vaughan was, for many years, 
up to the time of his passing, Novem- 
ber 21, 1929, an international figure in 
all matters dealing with hygiene, and 
his work in the Army is now a part of 
its glorious traditions. 


Sensitiveness to Sulfathiazole 
T seems to be becoming the custom, 

even among intelligent physicians, 
to give sulfathiazole, in rather large 
doses, to practically every patient with 
tonsillitis, bronchitis, and other relative- 
ly mild disorders, and permit him to 
continue his usual work. It is also being 
widely used, as an ointment, in the 
treatment of burns and dermatoses, 


and as a solution for spraying the pn- 
terior of the nose. 

That this may be a dangerous procc¢d- 
ure, is strongly suggested by several 
recent publications!,2 and by some pver- 
sonal experience. 

A good many persons are hypersen- 
sitive to such relatively mild and wice- 
ly used drugs as aspirin (acetosal) and 
phenolphthalein, and it seems reason- 
able that an idiosyncrasy to such pow- 
erful remedies as the sulfonamides may 
be even more common, 

It now seems probable that, when sul- 
fathiazole is given, the body may de- 
velop antigens, to it, so that, when its 
administration is repeated, the hyper. 
sensitivity may cause fever, dermati- 
tis, and other types of reactions, which 
may be decidedly serious. 

One patient, with a mild, chronic sin- 
usitis, used a sodium-sulfathiazole solu 
tion as a nasal spray, and found that 
it caused such turgescence of the nas- 
al mucosa that the nostrils (previously 
clear) were completely blocked for sev- 
eral hours, and wisely discontinued the 
treatment. 

Subsequently, when suffering with a 
moderately severe, but not incapaci- 
tating, attack of bronchitis, a physician 
prescribed sulfathiazole, by mouth, in 
doses of 1 gram every 4 hours. After 
three such doses, the patient’s nose 
was completely blocked and he had a 
moderate fever, with malaise, mild der- 
matitis, and mental confusion that put 
him to bed for three days. 

There is no doubt that the sulfona 
mides have worked wonders in _ the 
treatment of severe diseases, such as 
pneumonia, and in many other condi- 
tions, but they are not panaceas, and 
such potent drugs should not be used 
for self-medication, nor prescribed un- 
less the patient is ill enough to be in 
bed under the care of a physician. 

It would seem a wise precaution, be 
fore prescribing therapeutic doses of 
the sulfonamides (especially if the pa 
tient has taken them previously), to 
give a small test dose (% to % grain) 
and watch carefully for symptoms of 4 
reaction. 


1. Lyons & Balberor, in J.A.M.A., Mar. 21, 192 
2. Cohen, Thomas, & Kalisch, in J.A.M.A, 
Feb. 6, 1943. 
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Biodynes 
NEW ointment for the treatment of 
£% burns, which, according to the Scien- 
tific American for January, 1943, produces 
aimost miraculous results in the relief 
o' pain and epithelializing of denuded 
surfaces, has been developed as a by- 


given in doses as exact as those of mor- 
phine and strychnine. 

Another matter to. be considered is 
that many substances do not act the 
same upon ailing human beings as they 
do upon healthy rats, mice, or rabbits; 
that the conditions and purposes of bio- 
logic standardization and clinical appli- 


pcoduct of the cancer 
researches of Dr. 
George S. Sperti, of 
the Institute of St. 
Taomas, Cincinnati, 
Onio. 

The active ingredi- 
ent of this thauma- 
turgic salve consists 
oi biodynes, which are 
described as recently 
isolated hormones that 
control cell growth, 
especially that or 
those which promote 
the proliferation of 
cells for the healing 
of wounds of all types, 
and others that stimu- 
late cell respiration. 
The former are said 
to be obtained from 
injured animal livers 
and the latter from 


DR. LAKE PASSES 


The birth and death dates of great 
men are simply stated . . . George 
B. Lake, M.D., November 26, 1880— 
March 2, 1943. These are figures for 
the record of time, but the records 
of remembrance, personal and public 
achievement, are timeless. 

His physical loss will be great and 
keenly felt, not only by myself, but 
by his many personal friends, and 
subscribers. 

It is my intent to perpetuate his, 
ideals and purposes in the field of 
medical advancement and professional 
helpfulness as edited and published in 
CLINICAL MEDICINE. 

At present, no concrete form for 
continuance has been arrived at, and 
| feel that | may call upon you for 
suggestions in this regard. 

Your assistance and understanding, 
| assure you, will be greatly appreci- 
ated in the next few months to come. 


cation are often radi- 
cally different (espe- 
cially with hormones 
and vitamins); and 
that various research- 
ers have a tendency 
to adopt their own pet 
standards of ‘“‘units,”’ 
so that an outline of 
dosage in one set of 
units is almost unin- 
telligible to a man 
who has worked with 
another set. 

This is not a thesis 
for the administra- 
tion of single, syn- 
thetic hormones or 
vitamins, in prefer- 
ence to natural ex- 
tracts of whole glands, 
plants, or other raw 
materials (which, of 
course, must be bio- 


yeast cells. 
Biodyne ointment 

now appears to be available only to those 
who have the facilities for carrying on 
extensive and carefully controlled clini- 
cal research, but it seems to be one of 
the new developments that deserves 
careful and open-minded watching, as it 
may well prove to have possibilities that 
are not presently apparent. 


a 
Genius begins great works; labor finishes 
them.—JOUBERT. 


+ 
Units or Milligrams? 

There are, of course, several drugs, 
and especially biologic products, whose 
potency can be standardized only on 
animals. All hormone products and vita- 
mins were in that class a few years 
ago, but, today, a good many of them 
have graduated from it, because the ac- 
tive principles involved have been iso- 
lated and synthesized and can now be 


G. B.L., Jr. logically standardized 


and labeled in units of 
activity). That subject still needs a lot 
of clinical digestion before we will know 
the final answer. But it is a suggestion 
that manufacturers of single, synthetic 
hormones (the estrogens and androgeng, 
for instance) or vitamins adopt the prac- 
tice of stating the optimum doses in 
milligrams, rather than in “‘units’’ of one 
sort or another; and that those who sup- 
ply whole, natural extracts get together 
and adopt one system of ‘‘units,’”’ so that 
all of us will know what the other fellow 
is talking about. 


This happy result will come to pass 
only when a sufficient number of physi- 
cians on the clinical firing-line rise up 
on their hind. legs and demand it. 


The world desires to know what a man can 
do, not what he knows.—Booker T. WaSHINGTON 
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Staphylectomy for the Relief of 


“Colds” and Sinusitis 
By ARTHUR E. EWENS, M.D., Atlantic City, N. J. 


Colds and sinus infections are so 
common and cause so much distress 
and loss of valuable time, that any 
suggestion that bids fair to lessen 
these disorders is of acute and gen- 
eral interest. Dr. Ewens seems to 
offer a solution of this problem that 
can be satisfactorily applied by 
general clinicians. 


SIDE from a recognized (mechani- 

cal) culpability in certain character- 
istic types of aggravated coughing and 
habitual clearing of the throat, the 
seemingly innocuous uvula has never 
been suspected of any distinctly patho- 
genic role. On the contrary, it is a tra- 
ditional belief that an important, though 
somewhat vague, utility resides in this 
revered structure, which is quite com- 
monly referred to as “‘the palate’? and 
as religiously conserved as though this 
were its proper designation. 

However, by an entirely original clini- 
cal investigation, reported in the Au- 
fust, 1942, issue of The Eye, Ear, Nose, 
and Throat Monthly, I found that this 
appendage is a mere vestigium (analo- 
gous to the vermiform appendix) and 
a menacing bacterial nidus, the com- 
plete removal of which (See Fig. 1) is 
attended by unparalleled anticatarrhal 
effects that may well revolutionize the 
prevailing concepts of nose and throat 
patholyses.* 

Omitting, for the sake of brevity, a 
recital of the circumstances leading up 
to my extensive experimentation with 
staphylectomy, the photographic repro- 
ductions of half a gross of dried uvulas 
that accompanied my report, and a de- 
tailed analysis of the presumable evolu- 
tionary changes in man’s throat, based 
upon comparative anatomy and _ the 
greatly altered functional needs of civil- 


*Dr. Ewens will be glad to send illustrated 
reprints of his more extensive article to any 
of our readers who request them.—Eb. 


ized man, this brief paper will be con- 
fined to a few illustrative case histories 
and consideration of the technic of sta- 
phylectomy. 
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V 
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Fig. 1: Diagrams showing (left) the levels 
at which the uvula is grasped and severed; 
(right) the contour of the faucial arch after 
staphylectomy (no stump should remain). 


Complete abscission of the uvula, in 
a series of more than 3000 cases, has 
definitely revealed and verified the fol- 
lowing remedial effects of this procedure: 

1. Freer nasal _ ventilation, almost 
without exception, within the first 72 
hours following the operation. 

2. Diminished nasal _ secretion and 
‘‘post-nasal drip,’’ and cessation of early 
morning paroxysms of ‘“‘hawking.’’ 

3. Unquestionable reduction in suscep- 
tibility to ‘‘colds.”’ 

4. Prompt symptomatic relief from 
painful sinus involvement (maxillary 
and frontal), truly dramatic in a ma- 
jority of instances. 

Case Reports 

From an impressive array of case 
records, ten have been selected as be- 
ing typical of the various conditions 
present and the results of the operation. 
The year of the operation is inclosed in 
parenthases, 

L.R.W., aged 29 (1936), complained of 
chronic hypertrophic rhinitis and naso- 
pharyngitis; frequent protracted 
“colds,”’ with acute sinus involvement, 
since childhood; and recent loss of 
weight (from 137 to 125 pounds). 

Two days following staphylectomy, 
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this patient stated that he could breathe 
through both nostrils ‘‘as never before,”’ 
cue to observably diminished turges- 
cence of the posterior nares. Within 3 
weeks there was decided abatement of 
zll catarrhal manifestations and an ini- 
tial gain of 4 pounds (ultimate weight, 
142 pounds). 

During 3 years’ observation, suscepti- 
bility to ‘‘colds’’ was almost nil, and 
there was no recurrence of acute sinus- 
itis. 

M.H., age 25 (1934), was ‘‘Never with- 
cut a cold’’; sneezed ‘15 or 20 times a 
cay’; and required an ‘‘unlimited sup- 
rly of handkerchiefs.’’ Early morning 
sessions of hawking sometimes induced 
vomiting. 

All of these difficulties subsided even 
before the staphylectomy wound had en- 
tirely healed, and during the past 7 
years this patient has seldom experi- 
enced any respiratory annoyance that 
could properly be designated as a 
“cold.”’ 

M.D., age 51 (1932), had chronic rhini- 
tis; frontal and maxillary sinusitis; and 
long-continued, profuse rhinorrhea, sus- 
pected of being an allergic manifesta- 
tion. ¢ 

Removal of an exceptionally small 
uvula proved so decidedly efficacious 
that the patient’s laundress subsequent- 
ly asked if she was washing her hand- 
kerchiefs at home. 

A.G.T., age 32 (1933), had had frontal 
and maxillary sinusitis throughout life 
and ‘fa cold almost perpetually.’’ All 
manner of treatment had proved futile, 
and recurrent seizures could be con- 
trolled only by the constringent action 
of cocaine, though the patient had re- 
sorted to snuff, at times, with a fair 
degree of success. Increasing pain be- 
came almost unbearable towards the 
close of each day. 

There was immediate cessation of dis- 
comfort following staphylectomy, abso- 
lutely no recurrence of pain to date, and 
“practically no colds’’ during 8 consecu- 
tive years. (A physician who formerly 
treated this patient characterizes these 
undisputed results as ‘“‘mere_ coinci- 
dence’’). 

D.W., age 37 (1935), reported frontal 
sinusitis, so intensely painful that she 
had had ‘‘no sleep for two weeks’’ and 
only transitory relief from treatment at 
the hands of a_ specialist, which she 
characterized as ‘‘worse than the dis- 
ease.”’ 

Upon removal of the uvula, subjec- 
tive manifestations of sinus involvement 
ceased within 48 hours, and have not 
Teappeared during a lapse of 6% years. 
Mucosal changes, both nasal and pha- 
ryngeal, render this symptomatic re- 
sponse quite comprehensible. 

W.V.C., age 63 (1940), suffered from 
troublesome chronic pharyngitis of 
many years’ standing, with incessant 
“tickling in the throat’? and exhausting 


paroxysms of coughing that made com- 
plete recumbency and requisite sleep 
impracticable. 


Staphylectomy not only allayed the 
distressing fits of coughing, thus afford- 
ing restful nights, but markedly reduced 
the angry pharyngeal hyperemia and 
structural relaxation, so characteristic 
of chronic catarrhal throats. General 
physical improvement has been pro- 
gressive to date, notwithstanding an in- 
tercurrent pneumonia. 

Mrs. W.E.C., age 37 (1939), gave a 
history of frequent ‘‘choking’’ sensation, 
especially while eating and when re- 
cumbent, saying, ‘I can’t lie flat and 
must always use two or three pillows 
at night.’’ 

Removal of the uvula afforded com- 
plete relief, and there has since been 
no interference with full recumbency. 
(In this case the uvula was associated 
with no catarrhal symptoms, nor was 
there any unusual susceptibility to 
‘*colds’’). 

C.C., age 42 (1937), complained of 
chronic follicular pharyngitis and a 
highly exaggerated gag reflex that, for 
8 years, had made the wearing of an 
upper denture practically impossible. 
Several dentists had made futile at- 
tempts to circumvent this difficulty. In 
addition to reflex nausea, there was 
continuous clearing of the throat and 
an annoying impulse to “swallow all 
the time.”’ 

The dimensions of this man’s uvula 
seemed to explain his outstanding diffi- 
culties in advance of staphylectomy, and 
this was abundantly confirmed by what 
subsequently transpired. All of his 
symptoms vanished with amazing 
promptness, and his upper plate no long- 
er occasions any inconvenience what- 
soever. 

W.V.M., age 89 (1941), had a chronic, 
“boggy’’ pharyngitis and made futile 
attempts to ‘‘dislodge something from 
the throat,’’ day and night. The absence 
of restful sleep for several weeks made 
relief imperative. 

Having undergone staphylotomy in his 
youth, the remnant of his uvula was not 
an obvious source of disturbance, but 
its radical removal nevertheless solved 
the problem. To quote the patient, he 
“‘slept soundly’’ and had ‘no cough 
whatever and very little mucus” eight 
days following staphylectomy, and in- 
sisted that further treatment was super- 
fluous. 

M.H.M., age 48 (1938), complained of 
subacute pharyngitis and_ tracheitis, 
with exhausting and intractable seizures 
of unproductive coughing, aggravated by 
recumbency. Tracheal _ involvement 
proved to be a result, rather than a 
contributory cause, of ceaseless cough- 
ing, as the prompt effects of staphy- 
lectomy clearly revealed. 

There was abrupt disappearance of 
fitful coughing and an 8-pound gain in 
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weight within the succeeding six weeks. 
Visible catarrhal manifestations were 
markedly reduced, and a_ favorable 
change in the quality of the patient’s 
speaking voice has since been a subject 
of general comment. 

These examples of the symptomatic 
response to staphylectomy afford only 
a scant index of the potential service- 
ability of the procedure. Furthermore, 
many decidedly helpful and far-reach- 
ing effects, both subjective and objec- 
tive, are attainable by no other pres- 
ently known means. 


Technic 


This operation is one of extreme sim- 
plicity, performed under local anesthe- 
sia and requiring neither exceptional 
skill nor special facilities. It is an office 
procedure that is rendered practically 
painless by the topical use of 4-percent 
cocaine solution, or any other effective 
surface anesthetic, adequately applied. 
In my own practice, a 4-percent aque- 
ous solution of Butyn is employed, with 
highly satisfactory results. 

As shown by the accompanying pho- 
tograph (Fig. 2), the only instruments 
required are a suitable tongue depres- 
sor, medium-sized Noyes’ alligator-jaw 
forceps, and a pair of tonsil-scissors, 
preferably with serrated edges, though 
the latter specification is relatively un- 
important. 

Manipulation of the tongue-depressor 
is delegated to the patient, thus enabling 
the operator to handle freely the other 
two instruments employed. 

Because of the markedly impover- 
ished vascularity of the uvula, post- 
operative bleeding is negligible, and usu- 
ally subsides spontaneously within five 
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minutes. In some cases there is prac- 
tically no bleeding at all. In no in- 
stance, as yet, have hemostatic meas- 
ures become necessary, or even debat- 
able, which indicates conclusively that 
such a contingency is only a remote 
possibility. Painful deglutition seldom 
persists more than four days, and the 


Fig. 2: Manipulation and relative position of 
instruments in the technic of staphylectomy 


process of healing is usually complete 
at the expiration of two weeks. 

The only requisite to success is that 
the uvula be removed in toto. Any com- 
promise between staphylectomy and 
staphylotomy, though not entirely inef- 
fective, will fall far short of the reme- 
dial potentialities of the former proce- 
dure, properly executed. 


3600 Pacific Ave. 


Gold in Rheumatoid Arthritis 


The patient with active, inflammatory 


rheumatoid arthritis may be benefited 
by intramuscular injections of gold prep- 
arations. Such treatments have no effect 
on patients with osteoarthritis (the 
‘“‘wearing out’’ or noninflammatory type) 
or the burned-out rheumatoid arthritic 
cripple. Inflammation is arrested or les- 
sened. 


Colloidal preparations are of little 
value, because the colloidal particles are 
quickly phagocytized and rendered in- 
effective. Soluble crystalline salts, such 
as myochrysine and gold-sodium thiosul- 
fate, are readily absorbed. 


Dosage: It is desirable to use as small 


an amount of the gold as is therapeuti- 
cally effective, because gold is retained 
in the blood and tissues for months and 
toxic reactions may appear later. Myo- 
chrysine is most effective in 50 mg 
doses given once weekly, until from 
700 to 1,000 mg. have been given. Gold- 
sodium thiosulphate is given in doses of 
not more than 65 mg. once weekly. Sol- 
ganol-B oleosum, a suspension of a solu- 
ble gold salt in oil, should be given in 
75 mg. doses once weekly. All medica- 
tion is given by intramuscular injection, 
as intravenous injection produces no bet- 
ter results. — R. H. FReyBeRG, M.D., in 
Proc. Staff Meet. Mayo Clin., Oct. 21, 
1942. 
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Sulfonamides in Meningitis 

When a spinal tap is performed on a 
child, and reveals a fluid which sug- 
gests meningitis, valuable time may be 
lest until the causative organism is 
identified. Sulfadiazine is given, in 
doses of 1% to 3% gr. (0.1 to 0.2 Gm.) 
pr pound of body weight, every 24 
hours. This dose is reduced as_ the 
potient improves, and is discontinued 
48 hours after the fever is gone or the 
spinal fluid is sterile and the cell 
ecunt satisfactory. 

This procedure is used in cases of 
ecrebrospinal meningitis and purulent 
(secondary) meningitis. In influenzal in- 
fections, sulfadiazine, with B type horse 
serum or beta rabbit serum, is used. 
In streptococcic cases, either sulfadia- 
zine or sulfanilamide may be used (sul- 
fanilamide therapy results in a lower 
concentration in the spinal fluid). In 
pneumococcie cases, sulfapyridine or 
sulfadiazine is indicated, with the oc- 
casional help of 4 specific serum. 

Promin has been used in tuberculous 
meningitis, and is worth trying in cases 
with such a desperate prognosis. 

—H. S. STern, M.D. 


Sulfonamides in Upper 

Respiratory Infections 
The sulfonamides should not be used 
in treatment of the ordinary upper res- 
piratory infections (colds, mild sore 
throats, sinusitis), because (1) the pa- 
tient may become sensitive to the sul- 
fonamides and thus be unable to take 
them if a complication, such as otitis 
media, develops; (2) laboratory tests 
for toxic effects on the kidneys and 
other organs are difficult to obtain in 
the home; and (3) these drugs are 
dangerous and should not be given to 
patients with mild, _ self-limiting § di- 
seases.—C. H. Beacu, M.D. 


Sulfonamides in Gonorrhea 
If the patient with gonorrhea does 
not improve, do not keep switching 
from one of the sulfonamides to an- 
other. This patient probably has a sul- 
fonamide-resistant infection, and may 
have prostatitis or some other compli- 
cation. The drug should be discontinued 
and prostatic massages begun, with 
other local treatment as indicated. 
Single-dose therapy: From 5 to 7 Gm. 


*All of the following comments appeared in 
the Virginia Medical Monthly for January, 
1943, and all the authors live in Richmond, Va., 
except as otherwise noted. 





The Sulfonamides: A Survey* 
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of sulfathiazole, given in one dose, will 
cure many patients with acute, untreated 
gonorrhea.—T. B. WasHINGTON, M.D. 


Sulfonamides in Ear Infections 

Sulfonamide therapy of ear infections 
is most effective when given early; it 
is of little benefit once mastoiditis has 
developed. Sulfadiazine is the drug of 
choice, and should be used, in ade- 
quate doses, until the blood level is 
from 10 to 20 percent (4 Gm. as the 
initial dose, followed by 1 Gm. every 
four hours), 

Good results are obtained by treat- 
ing cellulitis or eryspielas and exter- 
nal otitis with sulfadiazine. The chron- 
ic draining ear is resistant to sulfona- 
mides, since bone infections are but 
little influenced by these drugs. 

—P. A. WN. Pastore, M.D. 


Sulfonamides in Chronic 


Urinary Infections 

For practical purposes, sulfacetmide 
(Sulamyd Schering) is’ effective 
against those organisms found in an 
acid urine (colon group of bacteria). 
When the urine is alkaline, the organ- 
isms are apt to be staphylococci or pro- 
teus bacilli, and sulfathiazole is the 
drug of choice, the dose being from 
30 to 35 grains (2.0 to 2.3 Gm.) daily. 
—A. I. Dopson, M.D. 


Sulfasuxidine Colonic Therapy 

One gram of sulfasuxidine may be 
given every four hours for many days, 
with no ill results. The bacterial count 
in a gram of fecal matter has been 
reduced from 10,000,000 to 100, after 
several days of such oral therapy. 
—T. H. Danrt, M.D., Charlottesville, Va. 





[Sulfasuxidine has been dramatically 
effective in the preoperative prepara- 
tion of patients for colonic surgery. 
The many uses of such a_ powerful 
colonic antiseptic in medical conditions 
have apparently been forgotten.—Eb.1 


Sulfonamide Ointments 

A large percentage of dermatolegic 
patients have irritations which are sec- 
ondarily infected. The ideal antiseptic 
is one which causes no irritation; all of 
the older antiseptics are irritants and 
add to the dermatitis. The local use of 
sulfonamides has been proved efficient 
and non-irritating. Either a grease base 
or a special, disappearing base may be 
used. Sulfathiazole in a 5-percent oint- 
ment is an effective strength—T. W. 
Murrett, M.D. 
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Sensitiveness to Sulfathiazole 

We believe that the topical application 
of sulfathiazole, as an ointment, can 
cause hypersensitivity resembling an al- 
lergic phenomenon, which will cause se- 
vere reactions following the continued 
use of the drug, locally or by mouth. 

We feel that sulfathiazole is too dan- 
gerous a drug for indiscriminate use in 
mild ailments, and that its intermittent 
use may cause dangerous reactions. 


Patients who have formerly taken this 
drug should be tested, by giving a min- 
ute dose (% grain—8 mg.) by mouth, 
before being given therapeutic doses.— 
Minton H. CoHEN, M.D., et al., in J.A. 
M.A., Feb. 6, 1943. 


Sulfonamides in Severe Asthma 

The sulfonamides are of no value in 
the ordinary case of severe, recurrent 
asthma. In status asthmaticus, where it 
is often a question of life and death, 
and especially where the condition is 
accompanied by fever and the sputum 
shows a coccic infection, sulfadiazine, 
sulfathiazole, or sulfanilamide may well 
be used, 4 Gm. being the initial dose, 
followed by 1 Gm. every four hours. 
—WARREN VAUGHAN, M.D. 


Sulfonamides in Sinusitis 
The sulfonamides have no effect on 
mild sinusitis or recurrent, chronic si- 
nus infection. They may be beneficial 
in acute fulminating sinusitis (2 Gm., 
followed by 0.5 Gm. every four hours). 
—E. T. GaTewoop, M.D. 


Sulfonamides in Malaria, 
Rickettsioses, and Brucellosis 
The sulfonamides are of no value in 
the treatment of typhoid fever, malaria, 
Rocky Mountain spotted fever, and ty- 
phus fever. Sulfapyridine is somewhat 


effective in undulant (Malta) fever.— 


H. Wacker, M.D. 


Sulfanilamide in Burns 

A simple, effective treatment for 
burns is the application of 6-percent 
sulfanilamide ointment in a fatty base. 
It does not require skilled personnel, is 
inexpensive, and is easily adapted for 
treatment of large numbers of burned 
patients. Contractures are not seen if 
physical therapy (active and passive 
movements; gentle heat treatments) is 
given early.—E. I. Evans, M.D. 


Sulfonamides in 
Acute Osteomyelitis 
All acute bone infections, particularly 
acute osteomyelitis, are treated by med- 
ical measures, as far as is practicable. 
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Sulfanilamide is used where there is 
evidence of streptococcic infection and 
sulfathiazole where the staphylococcus 
is found, using 4 or 5 Gm. as the initial 
dose, and 1 or 1.5 Gm. every four hours 
thereafter.—J. H. Tucker, M.D. 


Kidney Damage Due to 
Sulfonamides 

The appearance in the urine of crvs- 
tals of the acetylated forms of the sulfon- 
amides is a sign of potential kidrey 
damage. The appearance of gross or 
microscopic hematuria is an indication 
for immediate discontinuance of the 
drug. Abdominal crampy pains or renal 
colic is a sign that the upper urinary 
tract is obstructed by crystals. Oliguria 
and anuria are other signs of such ob- 
struction. Both conditions should be 
treated by irrigation of the ureters 
through ureteral catheters and the in- 
travenous administration of fluids.—F. N. 
PoLe, M.D. 


Mental Symptoms Caused by 


the Sulfonamides 

Sulfonamide therapy may be followed 
by mental symptoms, including confuv- 
sion, delirium, changed moods, negativis- 
tic attitudes, delusions, hallucinations, 
persecutory trends, and other types of 
mental aberrations. The ambulatory pa- 
tient may be so impaired in judgment 
as to jeopardize his own and other per- 
sons’ lives; he should not be permitted 
to drive a car or truck, fly an air- 
plane, or sign important documents. The 
drug must be discontinued at once on 
the appearance of mental symptoms.— 
O. B. Darpven, M.D. 


Sulamyd in Gonorrhea 

In a series of 100 men with gonorrhea, 
treated with sulfacetimide (Sulamyd- 
Schering), 86 showed negative smears 
after 2 days of treatment, and 91 were 
cured after full treatment. This drug 
was better tolerated than any of the 
other sulfonamides.—Dr. MarrnKkovircH, 
in Lancet, (Lond.), Feb. 1, 1941. 


Sulfadiazine in Gonorrhea 

Sulfadiazine is slightly more effective 
in gonorrhea than is sulfathiazole, but it 
should not be given until after blood and 
urine studies have been made. 

The first dose should be 3 Gm., fol- 
lowed by 1 Gm. after each meal and at 
bedtime. The patient should be instruct: 
ed to drink plenty of water and to return 
every few days for tests of the blood and 
urine. If fever, conjunctivitis, a rash, 
or pain in the back should develop, he 
should stop the medicine at once and 
report to the physician. 

Of 100 patients who received a full 











course of this treatment, 20 developed 
moderate toxic reactions (none serious), 
and 95 were completely cured. — R. W. 
SATTERTHWAITE, M.D., et al., in Ven. Dis. 
Information, July, 1942. 


Sulfadiazine and the Kidneys 

Sulfadiazine should not be adminis- 
tered without a careful daily check of 
the urinary output (which should be at 
least 1,500 cc.) and sediment, as it is 
likely to cause oliguria or anuria; and 
the dose should never be more than 4 
Gn. a day, and even that much may 
deposit crystals in the urinary tract un- 
less the patient takes plenty of liquids. 

if urinary symptoms develop, stop the 
drug at once; force fluids; and, if oli- 
guria (below 500 cc. daily) persists or 
anuria is present, catheterize the ureters 
and irrigate the kidneys with warm, 2% 
percent sodium bicarbonate or physio- 
logic salt solution.—Drs. Wm. ApaMs and 
J. K. Crawrorp, in South. Surg., May 11, 
1942. 


Sulfonamides in Otitis Media 
In acute or chrgnic suppurative otitis 
media with a perforation (so that the 
drug can enter the tympanum), sul- 
fathiazole should be used if the discharge 
shows staphylococci, or sulfanilamide if 
streptococci predominate. 


After thoroughly cleaning the external 
canal, so that the perforation is visible, 
the drug, as a moderately fine powder 
(40 to 100 mesh), not necessarily steril- 
ized, is insufflated into the middle ear 
with a Lederman hard-rubber insuffla- 
tor. This should be repeated as indicated 
by the amount and character of the dis- 
charge, and continued until the dis- 
charge ceases. No toxic reactions have 
appeared, and this method does not in- 
terfere with giving the drug by mouth, 
if this seems advisable.—Drs. E. S. Con- 
NELL and B. C. Trowsrince, in Archiv. 
Otolaryngol., May, 1942. 






































Sulfaguanidine in 
Bacillary Dysentery 

Sulfaguanidine is fairly soluble in wa- 
ter and therapeutically active, but poorly 
absorbed from the _ intestine, which 
makes it particularly useful, given by 
mouth, in bacillary dysentery of the 
Flexner, Shiga, Schmitz, and Sonne types 
and a few other bowel disorders, but 
not many. 

The initial dose is 50 mg. per Kg. of 
body weight (for adults, give 3.5 or 4.0 
Gm.), and is repeated every 4 hours until 
the stools are reduced to 5 or less a 
day; then give the same dose every 8 
hours for at least 3 days. 
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This drug is relatively nontoxic, and 
when it is given, the patients feel better 
within from 24 to 48 hours; pain and 
tenesmus cease; the temperature and 
pulse rate fall; and the number of stools, 
as well as the blood and mucus in them, 
are rapidly reduced.—E. K. MARSHALL, 
Jr., M.D., in Miss. Doctor, June 20, 1942. 


Sulfonamides in Pneumonia 

After the diagnosis of pneumonia is 
made, one should proceed as follows: 
(1) Collect all the specimens for labora- 
tory examination (especially the sput- 
um); and (2) give 4 Gm. of sulfadiazine 
immediately and follow with 1 Gm. every 
four hours until the temperature has 
been normal for 72 hours or the bacteri- 
ologic study has indicated that a differ- 
ent sulfonamide will be more effective. 





Drug 


Effective against 
infections with 


Streptococcus hemoly- 
ticus, Pneumococcus, 
Staphylococcus aureus, 
Friedlander’s bacillus 
type A. 


Sulfadiazine 


Staphylococcus aureus, 
Streptococcus hemolyti- 
cus, Pneumococcus, 
Friedlander’s bacillus 
type B. 


Sulfathiazole 


Sulfapyridine 


Sulfadiazine is the least toxic, and 
is preferred unless it proves ineffective. 
If no improvement follows sulfonamide 
therapy in 48 hours, consider discontinu- 
ing the drug. If the drug proves too 
toxic, change to a specific antiserum. 
Give antiserum in addition to the drug 
when the patient is pregnant, when more 
than one lobe is involved, when the pa- 
tient is over 50 years of age, when the 
disease is first seen after the third day, 
and when bacteremia fails to respond in 
36 hours. 

Success in sulfonamide therapy de- 
pends on an awareness of what may go 
wrong. Poor absorption and rapid elimi- 
nation may result in low blood and tissue 
levels of the drug. Fever, vomiting, skin 
rashes, mental symptoms, anuria, hema- 
turia, anemia, and neutropneia may indi- 
cate toxicity, The causative bacteria may 
not be affected by any sulfonamide. — 
W. B. Branton, M.D. 


> 


While I am a new subscriber to Cuirnri- 
caL MEpICINE, I have been well repaid 
for my subscription by reading my first 
copy. W.G.De A., R.N., Tex. 


Time and the Patient 
(Psychic Disorders and the Family Doctor) 


By J. G. N. CUSHING, M.D., and MARY McKINNISS CUSHING, M.D., 
Towson, Md. 


The family physician has a clear and 
vital responsibility in the care of 
early cases of psychic disease, which 
the Drs. Cushing explain, with sugges- 
tions for discharging it adequately. 


“That doctor only wanted to know 
about diseases and symptoms that were 
down in books. He was such a careful 
fellow that I was afraid that I would 
upset him — he does just the right 
things at the right time. Some of the 
others only wanted neurological syump- 
toms and couldn’t understand that I felt 


there was something emotionally wrong 
with me.” 


HE opening words are taken, verba- 

tim, from a conversation with a recent 
psychiatric patient. This person is sub- 
ject to marked mood swings (cyclothy- 
mic personality), which have become 
more and more noticeable over a period 
of years. She reacts with emphatic ela- 
tion or equally emphatic depression to 
situational factors which would cause the 
average personality to show only mild 
mood fluctuations. This patient entered 
a psychiatric hospital of her own voli- 
tion, because of her fear of either com- 
mitting suicide during a depression or of 
causing her family irrevocable social 
harm during the elated periods. By a 
regimen of regular conferences with her 
physician, she kept her mood swings 
under fairly good control and was able 
to discuss and work out the problems 
which, of recent years, had caused such 
personal insecurity that she had been 
unable to keep her emotional lability 
within the bounds that are considered 
consistent with good health. 

We feel that if this patient had found 
the opportunity to air her emotional diffi- 
culties in the presence of a sympathetic, 
understanding, and time-giving physi- 
cian, the necessity for hospitalization 
would have been avoided and she might 
have been spared much of her mental 
anguish. She is an extremely intelligent 
person, who had been a_ resourceful 
mother and business woman, She knew 
what she wanted, but was unable to 
find anyone who was sufficiently under- 
standing of her needs, until she became 
a patient in a mental institution. 

Before the present age of super-spe- 


cialization in the medical fields, the gen- 
eral practitioner was the one to whom the 
whole family would turn, each with his or 
her particular problem. No matter how 
busy he seemed to be, there was always 
time to listen to Arabella’s difficulties 
when her true love turned a bit sour, 
or to Mrs. Jones’ tale of marital woe at 
the time of her menopause. It was not 
that the general practitioner was highly 
trained as a psychiatrist — perhaps he 
had never even heard the word — but 
he did have the essential ingredients 
that go to make a good. physician. He 
knew his essential drugs and physics, 
and he treated infections without an im- 
pressive array of “sulfa drugs.’’ Per- 
haps he did not know the difference be- 
tween a Vanden Bergh and an Icteric 
Index, and perhaps he did not even 
treat his patients in the light of all the 
scientific knowledge that was available 
at that time. But, the successful family 
physician of that era was sympathetic. 
he was understanding of human foibles 
he could apply common horse sense in 
handling the problems of interpersonal 
relationships, and above all, he took the 
time to listen to his patients. 

That a sympathetic and understanding 
personality is necessary to the physician, 
no matter what his specialty, is almost 
an axiom among the faculties of medical 
schools that turn out good physicians 
There is a noticeable attempt in these 
schools to weed out men, in the first two 
years, whose personalities are not 
adaptable to medicine. It is a much more 
difficult problem to weed out the men 
who do not use good common sense — 
or, shall we say, good judgment — in 
evaluating the personal relationships of 
others. Our schools are geared to make 
use of the latest products of scientific 
research. The effort to cram into four 
years of study the basic knowledge of 
the medical sciences, as well as _ the 
latest diagnostic and therapeutic metho 
dology, presents a grave problem. The 
student frequently becomes so lost in 
the maze of scientific facts that he cannot 
see his patient without the aid of a 
microscope, and sometimes loses sight 
of him altogether. The patient, in such 
instance, becomes merely the carrier of 
an interesting detective problem which 
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the physician sets himself to solve. If he 
presents anything further than the objec- 
tive findings or the subjective symptoms 
cf an interesting tangible illness, he be- 
comes, to the physician, a marplot who, 
by his officious interference, disturbs 
the serenity of that orderly doctor’s life. 

Fortunately for humanity at large, and 
for the medical profession in particular, 
laboratory diagnostics and chemothera- 
ry help the greater number of those 
physical ills to which they are applied. 
However, every physical ill has a con- 
comitant emotional change or affect, and 
i: is the wise man who panders to his 
patients sufficiently to recognize these 
human frailties, so that he may comfort 
his patients spiritually, as well as physi- 
cally. This is not an argument for the 
return of the medical profession to the 
fold of the priesthood, but rather for the 
medical practitioner to recognize his pa- 
tients as fellow human beings. 


The general practitioner does not need 
to be especially trained in psychiatry in 
order that he may recognize the prob- 
lems of his patients’ interpersonal rela- 
tionships. He doe§ not have to be a psy- 
chiatrist in order to recognize the diffi- 
culties that may arise when a newly- 
married couple is living with one set of 
in-laws. He must recognize, however, 
that, as every physical ill gives rise to 


some emotional change, so does an emo- 
tional disturbance cause a change in the 
physical metabolism. There is many a 
patient who is dismissed from the physi- 
cian’s mind, if not from his office, be- 
cause he or she does not show any 
demonstrable organic change. They are 


often considered boring, 
and time-consuming, and are labelled 
contemptuously, ‘‘neurotic’’ or ‘‘hypo- 
chondriac.’’ One would hesitate to say 
how often such a patient has arrived at 
a psychiatrist’s office or in a mental 
hospital, of his own volition, with the 
plaintive cry, ‘“‘My doctor won’t take 
time to listen to me.’’ Such patients be- 
come deeply resentful of the attitude of 
their physicians. 
The Family Doctor’s Part 


The common variety of emotional dis- 
order and the milder psychoneurotic 
states can, and should, be well handled 
by the family physician. An acceptable 
routine for such patients would be to 
start with a very thorough physical ex- 
amination, if somatic complaints are 
presented; but the physician should con- 
vince himself beyond the shadow of a 
doubt at that initial examination that 
there are no organic bases for the com- 
plaints. If he is so convinced, he must 


complaining, 
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also convince the patient of these facts 
by not again indulging in examinations, 
unless new evidence is brought forth 
which would warrant such a procedure. 
Needless to say, any physical discrepan- 
cies found should be treated for what 
they are worth. 

After the physical examination and 
any needed laboratory studies have given 
the physician sufficient proof that his 
patient’s complaints are not based on 
demonstrable organic pathology, these 
facts should be presented to the patient. 
If he is of the reticent sort (and psycho- 
neurotics usually are not), the physician 
can bring out his story by asking leading 
questions concerning his family life, his 
environment, or his work. Usually a few 
well-pointed questions will start the pa- 
tient talking, but only if he is sure that 
his doctor is going to listen his story out 
with a modicum of patience and atten- 
tion. 


This sort of procedure requires more 
than one visit, and may go on for sev- 
eral weeks. One will find that such 
patients need not be a burden, if the 
time allotted to them is strictly stated 
and limited. Make regular appointments 
with the patient for a certain period of 
time — twenty minutes, forty minutes, 
—or whatever can be spared without 
slighting the rest of one’s practice — 
but be sure to give the patient the full 
amount of time promised him. Regular 
appointments, in this way, will some- 
times obviate running to the patient’s 
home for the treatment of anxiety at- 
tacks and so forth. It will also keep the 
patient from waylaying you at odd and 
time-consuming intervals, to discuss any- 
thing new coming up, which seems to 
him to have affected his problem. These 
things, the patient finds, will usually 
keep until the regular appointment. 

Occasionally one finds that patients 
will break appointments, because they do 
not feel like talking that day, In these 
instances, it may be good practice to 
charge the patient a fee for the broken 
appointment, unless sufficient warning 
has been given. Many patients suffer 
from the delusion that they are helped 
only by those things for which they pay. 

Of course the physician cannot just sit 
and expect the patient to talk on and on, 
thus carrying the whole burden for his 
treatment. He will present questions and 
problems which the objective mind of the 
physician may be able to answer, to his 
satisfaction, immediately. However, the 
physician must present these solutions 
or answers in a tactful and understand- 
ing manner, with careful explanations 
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which will be acceptable to the patient. 
No fancy theories of ‘‘Oedipean complex- 
es’”’ or ‘‘penis envy’’ need be indulged. 
Rather, there should be the ability to 
pick out the essentials of the patient’s 
story and apply to their solution good 
judgment and a fine feeling for the fit- 
ness of things in practical living. In this 
manner the physician can give to his 
patient a security which he has not been 
able to find by his own muddling through, 
and acts as a crutch to the emotionally 
crippled mind. Eventually the objective 
judgment of the physician holds sway 
over the patient, who will no longer need 
the support which typified the beginnings 
of his treatment. 

The physician should not expect his 
solutions to be accepted the first time 
they are presented, nor simply because 
they seem sound to him. They must be 
presented with explanations and logical 
reasoning which are acceptable to the 
patient. These procedures require time 
and patience. 

Every patient who comes to his family 
physician with emotional problems will 
not, of course, be a psychoneurotic. Some 
of those problems will be simple misun- 
derstanding, on the patient’s part, of his 
relationships with those about him, and 
on their solution, nothing further will be 
demanded of the physician. The solution 
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of other difficulties in interpersonal rela- 
tionships may prevent the precipitation of 
a real crisis in a cyclothymic personality , 
and occasionally may put off the evil day 
of a full-blown psychosis in a schizoid 
personality. The family physician owes 
it to himself, as well as to his patient to 
recognize when the problems are gettin: 
too complex for his handling. This is the 
point when the general practitioner should 
turn over his responsibilities in the cas2 
to someone who has been more thorough- 
ly trained in the intricacies of psychiatric 
problems. The ability to recognize these 
difficulties may prevent a long illness for 
his patient. 

The argument, then, as we should like 
to put it to the family physician, is as 
follows: First of all, recognize that emo- 
tional and physical factors are intricately 
interrelated; second, take care of all the 
physical factors, as one ordinarily would; 
third, have patience to ferret out the dif- 
ficulties in interpersonal- relationships 
which the patient may have, and then 
take the time to listen out his story with 
attention and sympathy; fourth, give the 
patient the benefit of your good judgment 
with full explanations as to the reasons 
behind your argument; and last, if you 
feel that you are getting out of your 
depth, turn your responsibilities over to 
a psychiatrist. 


Seminal Emissions* 


Involuntary discharges of semen dur- 
ing sleep, with erotic dreams and erec- 


tion, may recur so frequently as to 
make the affected person physically and 
mentally ill. The usual treatment of 
medicating the seminal vesicles and ad- 
jacent structures is wrong. 

Young vigorous men, who are thrilled 
by the mere companionship of a woman, 
are often bothered by seminal emis- 
sions, and will exhibit physiologic deple- 
tion much more often than those with 
less of the virile spark. Middle-aged 
bachelors are less inclined to emis- 
sions. Pollutions which occur once every 
week or two are compatible with a 
stable nervous and sexual system. 

Such emissions are normal, if the in- 
dividual is buoyant and refreshed after 
their occurrence. They are the effects 
of continence. Psychic emissions, either 
in the married or single man, usually 
are the effects of psychic stimuli which 
lie concealed in the unconscious. 

Inform the patient, in all sincerity, 
that he is not suffering from sexual de- 
bility. Many of these disturbing condi- 
tions are the effects of apprehension 


*South. Med. and Surg., July, 1942. 


concerning loss of semen. Tell the pa- 
tient that semen losses do not damage 
the nervous system. 

The man must be made to realize 
that, when the watchmen of the body 
are given a rest during sleep, the mind 
can play in an abandoned manner. If 
the sleeping period is the only interval 
in which the patient can enjoy un- 
restricted play, then it is the physician's 
function to train the patient to alter his 
work and recreation so that he will not 
take all his pleasure in thinking when 
asleep. 

Diet is of importance in some cases. 
If the bedtime meal is forbidden, emis- 
sions may stop. 

Too-busy married men should have 
more time for rest and_ relaxation. 
Though they enjoy sexual relations with 
their wives, they do not get psychic re- 
lief, because intercourse comes at the 
end of a busy day, when they are men- 
tally tired. During sleep, when more 
perfect peace of mind and body is to be 
had, sexual mechanisms function in an 
unconstrained manner. 


E. W. Hirscnu, M.D. 
Chicago, IIl. 
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‘THIS is the day of pictures (perhaps 

too much so), and there is no doubt 
that pictures can be of great value for 
education, as well as instruments of prop- 
eganda. So Criricat MEDICINE is becom- 
ing, definitely, a ‘‘picture magazine,’’ 
and we want to make it more so. 

When you prepare an article, long or 
short, or even a Sem'nar problem or 
solution, think whether there is any way 
to illustrate it (photograph, line draw- 
ing, graph, table, or whatever) to make 
it clearer to those who read it. Study 
the articles you read, to obtain sug- 
gestions and ideas for possible illustra- 
tions, and consider how to make them 
in a way that will be the most instructive. 


Here are a few points that may be 
helpful in deciding what type of picture 
will be best for your purpose, and how 
to make it. 


Charts and Graphs 


The making of a chart or graph may 
seem so simple as to require no com- 
ment, but that is a mistaken idea, as 
you would soon realize if you could see 
some of the things that are sent to medi- 
cal editors, before they have been edited. 

Fever charts and other graphs should 
be made on graph paper with black 
lines, as red and blue do not reproduce 
well in a cut. If you cannot get that 
kind readily, you can make it yourself 
by using a little time, patience, and ac- 
curacy; or you can retrace the red or 
blue lines needed for your purpose 
(some kinds of graph paper have more 
lines than are required in making a sim- 
ple graph) with black India ink (‘‘draw- 
ing ink’’). 

A fairly heavy, square-cornered, black 
line should be made just outside of the 
graph, on all sides to serve as a border. 
All index letters (capitals are best) and 
figures should be made large enough and 
clear enough so that they will be legible 
when the graph is reduced to the column 
width of the magazine to which you 
plan to send your article, or of any 
others to which you may want to send 
it if it is rejected by the first. Remem- 
ber that rejection by one publication 
does not mean that your article is worth- 
less. If it comes back once—or twice or 
more times—go over it again to see if 
you have made it as clear, brief, and 
well written (grammatical construction, 
simplicity, directness, arrangement of 
material, punctuation, etc.) and well il- 


Pictures for Medical Articles 
By GEORGE B. LAKE, M.D., Waukegan, III. 
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lustrated as you can. If not, rewrite it 
and perhaps make new pictures. 


Never (or very rarely, and then only 
of the simplest description) put any 
words on the actual drawing, but use 
only index figures or letters (see CLIN. 
Mep., May, 1942, page 129. Note, how- 
ever, that this is a special type of full- 
page drawing, where legends properly go 
on the sheet with the sketches), which 
will refer to the descriptive legend that 
will go below your picture, but should 
ordinarily, be typed at the end of your 
manuscript (not on the sheet with the 
graph or drawing), identifying each 
legend (if there are several) as ‘‘Fig. 1,’’ 
“Chart I,’”’ or “Graph I.’’ (In CLricaL 
MEDICINE we use Arabic numerals for 
figures, such as photographs, drawings, 
etc., and Roman numerals for charts, 
graphs, and tables). All manuscript typ- 
ing should be done with double spacing. 


Photographs 

Every active and progressive clinician 
should have a camera, good enough to 
take clear, sharp pictures, and some ar- 
rangement for producing artificial light 
(flood lamps or flash bulbs), in order 
to make and keep objective records of 
the progress of all cases that show vis- 
ible lesions, which can also be used to 
illustrate articles. If one can afford the 
more elaborate equipment for photo- 
graphing the accessible orifices through 
speculums, so much the better, but a 
camera costing about $25.00 will serve 
most purposes. 

First be sure that the condition to be 
recorded or the apparatus to be shown 
can actually be photographed so as to 
bring out the essential points clearly; 
then pose the patient or object and ar- 
range the lighting so as to accomplish 
this essential purpose. (See Ciin. MED., 
Sept., 1942, p. 255, and Mar., 1943, p. 000). 
These matters constitute an art that has 
to be learned. If you do not care to 
spend the time and effort necessary to 
learn it, or if you have few cases where 
such records would be of value, it may 
be better and cheaper to have your pic- 
tures made by a professional photog- 
rapher, under your supervision. Photo- 
micrographs require special apparatus 
and technic, and must be especially 
sharp (see Cin. MEp., Sept., 1942, p. 260). 

For halftone reproduction, the prints 
should be made on glossy paper, in 
black and white, and should show the 
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pertinent details sharply. Clear, well- 
made pictures, from 3%4x4% to 8x10 inch- 
es, can be reproduced satisfactorily. 


If roentgenograms are to be used as 
illustrations, the special details in ques- 
tion must be clearly obvious (see CLIN. 
Mep., Apr., 1942, pp. 106 & 107), which 
may, perhaps, reauire a slightly longer 
exposure of the film. Never send the film 
itself with an article, but have a clear. 
black and white print made from it, If 
it is a large one (14x17 inches, it is 
better, if possible, to have a print of 
reduced size (5x7 or 8x10 inches) made. 
A roentgenogram that is slightly fuzzy 
or indistinct is worse than useless as an 
illustration, though it may be all right 
for diagnosis. 


Drawings 


For most illustrative purpvoses. well 
considered line drawings and diagrams 
have the greatest teaching value, es- 
pecially in showing the details of surgical 
technics, the construction and maninula- 
tion of apparatus, and the like, and one 
does not have to be a trained artist to 
produce acceptable pictures of this type 
(See Crrn. Mep., Apr., 1942, p. 102; Aug., 
1942, pp. 220-221; Nov., 1942, pp. 328-329). 
Any text of anatomy will show the out- 
lines of any body part that is to be in- 
cluded in such a drawing, and that is 
all that is needed for this purpose. De- 
tails of technics, lesions, etc., can read- 
ily be filled in freehand. 

Those who are not expert at this tvpe 
of work will do well to begin by making 
the drawing with a pencil on ordinarv 
paper, so that they can erase and alter 
it ad lib, until they have the picture 
just the way they want it, putting in 
everything that is to be in the final 
drawing. It can then be transferred to 
the permanent sheet by placing a sheet 
of carbon paper between that and the 
work sheet and tracing all lines with a 
hard pencil or blunt bone stylus. 

Since few people except trained art- 
ists can draw acceptable circles or 
curves—-or even straight lines—freehand, 
and even they may not know all about 
technical illustrations, some elemen- 
tary suggestions may be in order. 

A minimum amount of equipment (the 
cost of which is small) is required for 
making illustrative drawings. One must 
have a good, 12- or 15-inch, hardwood 
ruler, graduated to “ese inch and with 
one metal edge (cost, 25c to 50c); a 
transparent, plastic draftsman’s square, 
preferably with one right angle and the 
other of 60 degrees, and with the long 
limb about 8 inches in length (50c to 
75c); a compass, one leg of which will 
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hold either a pencil or a pen (20c to 50c), 
or, preferably, a draftsman’s rightline- 
pen compass (about $1.50); a draftsman’s 
tool, of plastic, called ‘‘French Curves” 
(useful, but not essential for those who 
have had some training in drawing (cost, 
50c to 75c); a comfortable, sturdy per.- 
holder and several steel pens, of varyinz 
degrees of flexibility (possibly includinz 
a crowquill, and also a fine camel’s-hair 
brush, for inking in); a bottle of Higgin.’ 
waterproof black ink; and two or three 
drawing pencils, from hard to medium- 
soft; also two or three good erasers, of 
various sizes. 


All the previous suggestions about bor- 
ders, index figures, and legends apply 
to drawings, as well as to graphs. 

For the working drawing almost any 
kind of paper will do, but a 13-pound 
bond paper of standard letter size (8}.- 
x11 inches) is best, as it is tough and 
reasonably thin, so that it can be used 
in tracing outlines from books, etc. For 
the final drawing, use 20-pound bond 
paper of standard letter size (not artists’ 
drawing paper), and you can then trans- 
fer directly from the work sheet, without 
alteration. After the carbon paper trans- 
fer has been made, all lines should be 
traced over with the India ink. If sev- 
eral sketches are to be used, it saves 
expense if two or three are combined 
on one sheet (with proper identifying in- 
dexes), so that they can be reproduced 
on one cut. (See Ciin. Mep., May, 1942, 
page 148). 

All this work should be done neatly, 
using the ruler or the square or both 
for all straight lines and angles; the 
compass for all circles; and the ‘‘French 
Curves”’ for all other curved lines ex- 
cept very short ones (it will meet almost 
every need in this work). Let your con- 
science and your experience of looking 
at good and bad drawings be your guide 
as to the use of hatching (fine diagonal 
lines), stippling (dots or fine irregular, 
crinkly lines), or inking in (making an 
entire area black), which latter is best 
done with a fine camel’s-hair brush. If 
you are proud of it when it is finished, 
put your initials (small) in the lower, 
right corner. 


All pictures should be mailed flat, with 
protecting boards on both sides, as 
folding makes reproduction difficult 

Those who will follow these brief sug- 
gestions seriously will soon find that they 
are accumulating valuable records; are 
becoming craftsmanly draftsmen; and 
that their articles will be eagerly wel- 
comed by medical editors. 

307 Washington St. 
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AND THE ART OF LIVING 


NE OF the saddest spectacles in 

life is that of a man plugging dis- 
nally along in his occupation. Every 
lay, he confronts the same dull routine, 
ind every day he ‘“dreads’’ it or is 
vored stiff by it. 

It is easy to see how the workman, 
who spends eight hours a day stamping 
out the same type of parts on the same 
machine in the same old manner, can 
think his work dull. The physician, how- 
ever, who sees all types of persons un- 
der all sorts of gonditions, in the office, 
home, and hospital; who has stimulating 
books and journals to shed new light on 
his problems; and who realizes new pos- 
sibilities in diagnosis and treatment for 
greater help to his patient, should be 
the last person to find his occupation a 
dull routine. 

It has been suggested that a person 
who doesn’t like his work should change 
it. A simpler, more practical method is 
to examine your work more closely and 
find enjoyment in what you are doing. 


In the first place, forget the expres- 
sions ‘‘country practice’ and ‘‘small- 
town’’ practice.’’ People get just as sick 
on farms and in small towns, and from 
the same causes, as they do in cities of 
a million or more. Conversely, because 
you practice in a metropolis, don’t 
smugly assure yourself that your stand- 
ard of medical care must be higher than 
that of a physician in a smaller town. 

If you feel that you are competent 
to carry out a more complicated diag- 
nostic procedure than is commonly used 
in your territory, study it well and per- 
form it whenever it is actually needed. 
It is astonishing how often patients 
will agree to thorough x-ray examina- 
tion, for example, if the physician has 
the necessary equipment at hand and if 
he goes ahead caring for the patient as 
he would be cared for. Patients, at least 


A LIVING FOR THE DOCTOR 


THE BUSINESS OF MEDICINE 


Making Practice Interesting 


the great majority of them, do not like 
to leave home, and consult clinics or 
specialists only because they feel that 
their home-town physician has not stud- 
ied them thoroughly or persistently 
enough, 

In small towns, one can readily follow 
the course of a patient, who has com- 
paratively few physicians to choose from, 
and is more likely to stay with you 
until you have been given a sufficient 
trial, The patient likes the feeling that 
he is being given the latest and best in 
medical care; he knows if you go away 
for postgraduate study every year 
(study trips bring back the glamour to 
medicine, too). 

In the second place, remember that 
any patient is interesting if you will but 
think him over. That woman of 40 who 
complains of diarrhea, for example: 
Should she be dismissed with a pre- 
scription for bismuth or kaolin, or would 
it be more interesting to make a diag- 
nosis? Does she mean by ‘‘diarrhea’’ 
the frequent emission of mucus from a 
rectal carcinoma? 

Get up from your chair, slip on a 
glove, and examine her rectum. (It 
might be an axiom to say that the man 
who continually sits at the desk misses 
ten diagnoses for every one he makes). 
If you don’t have a sigmoidoscope, buy 
one. It costs no more than four golf 
clubs or a gadget for your car. Practice 
becomes more interesting when you ac- 
tually examine living tissues. 

Do not expect to find something every 
time you look. The fisherman doesn’t 
hope for a fish every time he casts. 

When a patient complains of pain in 
the back or shoulder, do you employ 
analgesic tablets, or do you get a few 
lines of history (where the pain is locat- 
ed, how it began, what makes it better 
or worse) and examine to rule out deep- 
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er trouble? One or two simple Novo- 
cain injections will cure 85 percent of 
muscular and joint pains. 

In ‘‘atypical’’ cases, do you follow 
through to make sure that another diag- 
nosis could not be made? Many interest- 
ing conditions can thus be found. A 
husky man of 31 had an atypical 
bronchopneumonia, which responded 
promptly to sulfathiazole. An x-ray film 
of his chest, taken two days later, show- 
ed a few patchy areas of pneumonia and 
many areas of fibrosis. A famous clinic 
refused to concur in the diagnosis of 
silicosis until the patient remembered, 
several weeks later, that he had been 
exposed to dust while shoveling gravel 
during two summers, 

Look over your patient’s records sev- 
eral days after you have first made a 
provisional diagnosis. New possibilities 
will often come to mind, and you will 
wonder how you could have overlooked 
them. 

Make up a “batting average’”’ at the 
end of the year and see how many times 
your diagnosis and treatment were the 
best that you could have given, under 
your circumstances. 

The practice of medicine is a game, 
with far more combinations than those 
with which we amuse ourselves. If you 
put half as much time and effort into it, 
as you do in playing bridge or golf, you 
will find it a fascinating game, and one 
you will be well paid for playing. 

> R.L.G. 
Clinical Guessing Versus 
Diagnosis 

N an endeavor to plant certain 

truths in the medical student’s mind, 
it has been a custom to teach certain 
brief statements: ‘‘Pleurisy is most oft- 
en of tuberculous origin.’ ‘“‘The most 
common causes of weight loss are dia- 
betes, hyperthyroidism, a malignant 
growth, and tuberculosis.’’ ‘‘Hemopty- 
sis should be considered of tuberculous 
origin until proved otherwise.”’ 

These aphorisms are valuable _ be- 
cause they summarize part of a clini- 
cal problem in an _ easily-remembered 
style, and can be applied readily as a 
starting point for diagnostic study. They 
should not be relied upon in making a 
final diagnosis, because (1) many of 
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these statements have proved to be 
true far less often than older physici- 
ans realized, and (2) they tend to make 
one forget other possibilities. 

The diagnosis by exclusion, formerly 
so much in vogue, is unfair to the 
patient and the physician, Just because 
a condition causes a certain sympton 
in from 75 to 90 percent of the cases 
is no reason for mislabeling a number 
of patients in whom the cause of the 
symptom is not the usual one. 

Diagnosis must be based on facts 
The man who has lost a little weight 
and has a positive tuberculin skin tes! 
has not been proved to have active 
tuberculosis unless the _  roentgram 
shows a lesion in the lung, tubercle 
bacilli are found in the sputum, or evi 
dences of tuberculosis are found in the 
kidneys or bones. 

Certain of these statements can be 
shown to be wrong, in your own prac- 
tice, if you wish. Asthmatic patients 
may have tuberculosis; eczema is not 
always caused by an allergic process; 
and a non-healing sore is not always 
due to diabetes. 

When you write down a diagnosis, 
why not jot down a few positive notes 
concerning facts? R.L.G. 

oe 


Keep Medicine Free 

'MHE basic tenet of American medicine 

has been that where there was disease 
a life was the issue. It mattered not 
whether prince or pauper was involved. 
If we are to make progress, this prin- 
ciple must be preserved and sanctified. 
The whole of men’s concepts are in flux. 
This basic tenet may be lost or sacri- 
ficed unless we make a task of pre- 
serving it. This is the first part of an 
essential wartime task of the medical 
profession. It in no way militates against 
or in any way detracts from our con- 
tribution toward winning the war. It is 
of the most vital importance if we are 
to preserve the form and pattern of 
medical practice and the independence 
of the profession. — JoHN M. Pratt, 
Exec. Admr., N.P.C., in N.E.J. of M., 
July 30, 1942. 

+ 

I can assure you that I continue to 
enjoy CLINIcAL MEDICINE, and look for- 
ward eagerly to each monthly edition— 
C.E.K., M.D., Canada. 
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Problem No. 11, 1942 


?resented by James Burnet, M.S., M.D., 
Edinburgh, Scotland 
(See Crrn. Mep., Dec., 1942, p. 383) 

RECAPITULATION: A boy of 8 years, 
vho gulped his food, which consisted 
largely of potatoes and candy, had a 
poor appetite and was irritable and con- 
stipated, tired easily but slept badly 
(nocturnal terrors), had an _ irritating 
cough, night swéats, and sudden attacks 
of fainting. He had lost ten pounds of 
weight in a year. 

Examination: He was pale, sallow, and 
thin, with rings under his eyes. The only 
abnormalities found by a thorough ex- 
amination (including a roentgram of the 
chest and a tuberculin test) were: Con- 
gestion of the pharynx, a slight decrease 
in hemoglobin, and some mucus in the 
stools. 

Requirements: State your tentative 
diagnosis and what further studies you 
would have made. Outline the treatment. 


Discussion by Dr. W. B. Palmer, 
Furman, Ala. 


Examination of this boy of eight years 
showed seeming absence of diseases of 
the vital organs. No reference is made 
to a Wassermann test. Some abnormal 
condition is sapping the patient’s vital 
resources. The boy seems to have colitis, 
which may be a result or a cause. A 
nutritional deficiency state seems to pre- 
dominate, for he eats largely of candy 
and potatoes. 

A deficiency state can be induced by 
an insufficient intake of food, both as 
to quality and quantity, which may re- 
sult from many causes, such as poverty, 
niggardliness, or some form of neuroti- 
cism, Among the last class are found 
patients who are unhappily married or 
are allergic to certain foods, etc. Some 
cases are caused by too-rigid restric- 
tion of diet when treating many diseas- 
es, such as diabetes, or even hyperten- 
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Readers are invited to submit problems 
to the Seminar and take part in the dis- 
cussions, which should reach this office 
by the 10th of the month following the 
appearance of the problem. Send prob- 
lems and discussions to THE SEMINAR, 
CirnicaL MeEpicrine, Waukegan, III. 


sion. Another cause (not present in this 
case) is the excessive drinking of whis- 
key (which is equivalent to eating large 
quantities of sugar) to the exclusion of 
other essential foods. Sugar and whiskey 
furnish energy. 


Another cause of a deficiency state 
may be faulty assimilation of the food 
by the body, even though the quality 
and quantity be sufficient, due to diseas- 
es of the gastro-intestinal tract, liver, or 
pancreas. 

A third cause is excessive loss of vital 
elements, such as occurs in chronic 
diarrheas or bleeding from cancers of 
the gastro-intestinal or genito-urinary or- 
gans. Pellagroid skin lesions frequently 
follow cancer of the uterus. All of these 
conditions exist in the North as well as 
the South. 

If this patient falls within my descrip- 
tion, then it is wise to avoid purgatives. 
Many so-called latent cases of pellagra 
are discovered by giving purgatives, 
which may cause violent diarrheas, thus 
showing that the intestinal tract, as well 
as the skin, is ready for insult. 

A starch and candy diet, such as this 
patient followed to the exclusion of 
vitamin B, may cause pyruvic acid 
poisoning. 

The chief treatment indicated seems to 
be a careful study and intelligent revision 
of this boy’s diet and way of life. 


Discussion by L. E. Williams, M.D., 
Kansas City, Mo. 


In dealing with neurotic children it is 
often of value to know something of the 
family background. Is there a history of 
epilepsy in this family? Is the child a 
victim of over-solicitude, as a result of 
being the only child? Is his irritability 
a manifestation of disease or a defense 
mechanism? Does he gulp his food be- 
cause of poor training, or is he hungry? 
Is the appetite poor because he is per- 
mitted to eat a large amount of candy 
between meals, thereby spoiling his 
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appetite for food? If we could answer 
these questions, we still would have to 
account for his fondness for carbohy- 
drates, which he receives in the form of 
potatoes, Although his diet is evidently 
not a balanced one, I do not feel that 
avitaminosis can account for all of his 
symptoms. 

The rings under his eyes are probably 
due to insufficient rest, and the constipa- 
tion to an insufficient residue in his 
food. The negative x-ray findings and the 
negative tuberculin reaction, I feel, are 
sufficient to exclude tuberculosis. The 
sweating is probably not due to pyrexia, 
but to improper or insufficient oxygena- 
tion, caused by the spasmodic attacks. 

The nocturnal attacks suggests spas- 
modic croup or laryngismus stridulus, 
but the crowing sound is absent, also the 
expulsion of mucus. Moreover, in this 
condition, the health of the child is ap- 
parently not affected. The symptoms 
of this case are not characteristic of 
tetany, which must be considered. The 
absence of a low blood calcium would be 
against it. 

While the child’s fondness for carbohy- 
drates may or may not have any signifi- 
cance, it deserves serious consideration 
because it is known that hypoglycemia 
may cause fainting and _ convulsions. 
Then, too, in this case the spasmodic at- 
tacks occur more frequently at night, 
when the carbohydrate reserve is more 
likely to be low. Hypoglycemia or hyper- 
insulism should be confirmed or dis- 
proved by a blood sugar determination 
of a specimen taken at the time of the 
attack. 

Although, from the history and symp- 
toms of this case, it would seem that 
we are dealing with a condition of petit 
mal, the epileptic is usually well nour- 
ished and a chronic cough is not a char- 
acteristic accompaniment. Epilepsy can 
not be ruled out without further study. 
Adenoids and worms may cause the 
same symptoms. 

The pharynx was congested (irritat- 
ed by the dropping of mucus from the 
epipharynx), and may account for the 
chronic cough. The adenoids, if enlarged, 
may be palpated by introducing the fin- 
ger through the mouth into the epi- 
pharynx. If adenoid vegetations are 
found, they should be removed, and the 
tonsils also, even if not enlarged. A 
vermifuge would settle the question of 
worms. 


Discussion by George B. Lake, M.D., 
Waukegan, Ill. 


One’s first thought, in a case like this, 
would be tuberculosis, especially if the 
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mother’s suspicion that the boy hac 
evening fever had been confirmed, bu 
the negative tuberculin test and roent- 
gram practically rule this out, leaving 
the picture of an undisciplined child, 
whose parents have permitted him to 
eat and do just as he pleased, and have 
otherwise mismanaged him until he is 
in a bad way. 

The first step should be some strin- 
gent ‘‘adult education,’’ applied to the 
parents, especially the mother, who is 
definitely to blame for her son’s condi- 
tion and should be told so, bluntly. 

The boy’s whole way of life, especially 
his diet, should be planned intelligently 
and supervised constantly until he be- 
comes adjusted to the new ways of eat- 
ing, sleeping, and playing. Beyond this, 
he should need little except an assimil- 
able iron preparation. The mother 
should be checked at frequent intervals. 
Discussion by James A. Dungan, M.D. 

Greeley, Colorado 


In the case presented here the pharynx 
of this lad of eight years is said to be 
congested. While two organs of special 
sense—ears and nose—are reported to be 
normal, I have seen most, if not all, of 
the symptoms recorded in certain cases 
of enlarged and pus-producing tonsils 
directly traceable to such glandular in- 
volvements. Septic matter seeping into 
the system could account for the irrita- 
bility, easy fatigue, night-sweats, dis- 
turbed sleep, capricious and variable 
appetite, sudden pallor and fainting, loss 
of weight and evening fever, rings under 
the eyes, sallow skin, constipation, in- 
creased pulse rate, gulping the food, re- 
duced hemoglobin, and even mucus in 
the stools. 

Also, the lowly ascaris lumbricoides 
could be a logical explanation of a good 
many of the disease manifestations re- 
corded. The surest sign of such an infesta- 
tion—the appearance of the worms in the 
stools—-is not in evidence, yet on sus- 
picion one would be justified in making 
a blood test for eosinophilia and even 
administering sufficient doses of santonin. 

Chlorosis, in the absence of other de- 
monstrable pathology, could be held re- 
sponsible for the following: easy fatigue, 
giddiness and faintness, constipation, re- 
duction of hemoglobin, and the variable 
and capricious appetite. 


Solution by Dr. Burnet* 


In a case of this kind, presenting the 
symptoms of cough, night sweats, and 
loss of weight, the first thought is of 
tuberculosis. The congested pharynx ac- 
counts for the cough. 


*Adopted from Med. World (London). 
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The other symptoms are due to chron- 
ic intestinal indigestion, the result of 
eating too much carbohydrate foods. 
‘Carbohydrate dyspepsia’ is a synonym. 

Treatment: Allow no bread, cake, milk 
puddings, potatoes, candy, or chocolate. 
The patient may have toasted bread 
(one slice with each meal), eggs (if 
they agree), boiled ham, broiled or 
vell fried bacon, beef or mutton (not 
fried or stewed), chicken, clear soups, 
oranges, and low-carbohydrate vegeta- 
bles (lettuce, tomatoes, carrots, etc.). 

Compound licorice powder is an ef- 
ficient laxative. Do not use mineral oil. 
The teeth should be attended to. 

The child should be out in the fresh 
air for several hours, or more, each 
day. If he cannot relax while attending 
school, have him taken out for a time. 
Regular hours of sleep should be secur- 
ed. 






















Problem No. 2, 1943 
(Medical) 


Presented by L. E. Williams, M.D., 
Kansas City, Mo. 


July 21, 1942, a Negro man, a stone 
mason’s assistant, age 57, was admitted 
to General Hospital No. 2, Kansas City, 
Mo., complaining of a ‘‘weak kidney.”’ 
He had a stricture of the posterior ure- 
thra and, after treatment with bougies 
and sounds was discharged July 31, in 
good condition, free of all urinary symp- 
toms. At this time he had hypertension 
and his heart was enlarged, but no mur- 
murs were present. 

He was readmitted September 26, 
1942, complaining that, for three weeks 
prior to his admission, he had been suf- 
fering with severe pain in his back, in 
the region of his kidneys, and for two 
weeks it had been so severe that he was 
unable to walk erect. The pain was most 
acute at the costo-vertebral angles, in 
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the region of the first and second lum- 
bar vertebrae, and radiated down the 
back, He micturated twice at night. 
There was no urgency or dysuria, but 
he voides only a small amount at a 
time. He did not use tobacco or whis- 
key; admitted measles, mumps, whoop- 
ing cough, and gonorrhoea; but denied 
knowledge of a chancre. 

Physical examination: His nose and 
ears were negative and his mouth in 
poor hygienic condition. There were no 
rales in the chest. The heart rate was 
rapid, but of a normal rhythm. A dias- 
tolic murmur was heard best at the 
apex: Blood pressure, 136/88; tempera- 
ture, 99° F.; pulse, 112. 

Two days after admission he had a 
mild attack of epistaxis, which ceased 
spontaneously. There were marked pain 
and tenderness at both costovertebral 
angles; the knee jerk was exaggerated; 
the rectal sphincter was spastic and 
the rectum filled with feces; the pros- 
tate was tender, but not enlarged. 


Laboratory findings: Urine—specific 
gravity, 1.025; albumin 2-plus; pus cells; 
finely granular cast. Red blood cells, 
3,060,000; leukocytes, 22,000: hemoglo- 
bin, 9 Gm. (58%); juveniles, 4%; seg- 
menters, 56%; lumphocytes, 40%. Blood 
chemistry: Sugar 105 mg. percent; non- 
protein nitrogen, 26; creatine, 1.3. Spinal 
fluid: Sugar 64 mg.; globulin, 2-plus; 
chlorides, 709 mg.; cell count, 12.5 per 
cubic cm. Phenol _ sulphonephthalein 
test: First specimen (30 minutes after 
administration of dye), amount voided, 
120 cc.; dye excreted, 12%; second spe- 
cimen, amount voided, 95 cc.; dye ex- 
creted 4%; and 90 cc. was voided in 
the third specimen, with 3% of dye be- 
ing excreted. Blood Kahn test, 4 plus. 

Requirements: State your tentative 
diagnosis and what further studies you 
would have made, giving reasons. Sug- 
gest treatment. 
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The large money bag represents the 
amount spent annually by the American 
public for chewing gum. Compare it 
with the amount available for lay edu- 
cation in cancer. 
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Microfilm Service, Army Medical Library, Washington, D.C. 


Symptoms and Signs of Typhus 


HE average period of incubation in 

typhus fever is in the neighborhood of 
ten days. A few cases may show an 
incubation period of only four days, 
while some cases do not develop symp- 
toms until after the lapse of fourteen 
days. During the incubation period the 
symptoms are not significant. 

One of the most characteristic features, 
not only of typhus fever but also of the 
whole group of rickettsial infections, is 
the abruptness of the onset. The disease 
is ushered in by a _ severe chill, a 
succession of chills, or a chilly feeling. 
The subjective complaints are headache 
(which may be intolerable), backache, 
and pain in the extremities. Sometimes 
the pain seems to be deep-seated, as 
though the bones were involved. Nausea 
and vomiting occur frequently. Epistaxis 
is common. The eyes are suffused. The 
tongue is dry, and the breath offensive. 


Immediately following the chill, the 
temperature begins to rise, and by the 
third day, at the latest, reaches a level 
of 103° to 105° F. It remains fixed, with 
only minor fluctuations, for the next ten 
to fourteen days. Early in the disease 
(5th day) the patient becomes stuper- 
ous. Occasionally there are convulsive 
seizures, but it is the stupor that at- 
tracts attention, and it is because of the 
stupor that the disease acquired the name 
of typhus. Often there is cough, due to 
bronchitis. A leukocyte count usually 
shows from 12,000 to 15,000 corpuscles. 
The lymphocytosis seen in typhoid is 
absent. The fever curve, the leukocy- 
tosis, and the absence of lymphocytosis 
serve to differentiate the two diseases. 


By the fifth day (3-7) of disease the 
rash makes its appearance and aids in 
the differentiation from typhoid. In chil- 
dren the rash may be mistaken for 
smallpox. At first it is macular and 
fades on pressure. Each succeeding day 


it becomes more intense, changing in 
color from reddish to purple. At this 
stage it no longer disappears on pres- 
sure. By the second week, distinct petech- 
ial hemorrhages appear. Sometimes 
there are gross cutaneous hemorrhages, 
followed by necrosis. These are most 
commonly seen where the skin is drawn 
tightly over bony prominences subjected 
to pressure — the sacrum, hips, heels, 
ankles, and elbows, 

The rash is first observed over the 
chest, abdomen, and back, spreading 
from these points toward the periphery 
but rarely involving the face, wrists, 
hands, or feet. This is in direct con- 
trast with the rash of Rocky Mountain 
spotted fever, which starts at the pe- 
riphery (‘‘stocking-glove” rash) and 
spreads to the trunk, with the abdomen 
showing the least involvement. The mu- 
cous membranes are not involved, al- 
though hemorrhage from the stomach 
or bowel may occur. 


After from ten to fourteen days the 
rash fades to a brownish color, and 
gradually disappears. The skin never 
presents a local ulcer at the site of 
inoculation, nor do the regional glands 
become enlarged, as in tularemia and 
bubonic plague, although local ulcers 
occur in other types of rickettsial in- 
fection (Japanese river fever, Mediter- 
ranean spotted fever, and South African 
tick-bite fever). Inflammation of the scro- 
tum occurs, but is not so common as in 
Rocky Mountain spotted fever. 

Usually, with the appearance of the 
rash and the maximal development of 
fever on the third, fourth. fifth, or 
sixth day, a ‘‘typhoidal’’ state develops. 

The acute onset, the rapid increase in 
temperature, the leukocytosis, the typi- 
cal rash, the typhoid state, the negative 
blood cultures, and the absence of a 
pleocytosis in the spinal fluid, all serve 
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to differentiate typhus from typhoid fever 
ard epidemic meningitis. 

In favorable cases the temperature 
falls after from ten to fourteen days; 
the rash fades, the delirium ceases, the 
appetite returns, and recovery ensues. 
—Therapeutic Notes, Oct., 1942. 
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The Barbiturates* 

[he higher parts of the nervous sys- 
ten are depressed by barbiturates. 
Wien used in small doses, mild sedation 
and sleep ensue rather promptly, the 
depth of the depression closely resemb- 
lirg that caused by alcohol. They do not 
re.ieve pain, and are useless for insom- 
nia due to pain. 

Hypnotic doses of the barbiturates are 
slightly depressant to the respiratory 
and cardiovascular systems, but no 
mcre so than in natural sleep. Toxic 
doses result in shallow, slow respirations 
and a marked drop in blood pressure. 































































































es, [The heart is not affected directly, but 
Ost the respiratory depression and peripher- 
‘WN §_l vasodilatation cause heart changes 
ted secondarily. The tarotid sinus reflexes 
els, Bare depressed or abolished, and this may 

lead to collapse. 
the Four hundred (400) deaths occur year- 
ling fly due to suicidal use of the barbitur- 
ery fates. The symptoms of overdosage are 
sts, § (1) drowsiness, (2) headache, (3) mental 
-on- Fconfusion, and later (4), profound sleep 
tain for coma. The skin becomes moist and 
pe- Bcyanotic; the lungs edematous. Hyposta- 
and ftic pneumonia occurs unless the patient 
men fis moved at regular intervals. The 
mu: Bpulse becomes weak and rapid. 
al- | Treatment of overdosage: (1) Wash 
iach Bout the stomach and leave magnesium 

sulphate solution in it, to flush the in- 
the Mtestines, and (2) give one or more of 
and Hthese stimulants, intravenously: 
ever § Caffeine sodiobenzoate, 3 grains; pic- 
e of Grotoxin, from 3 to 10 mg.; Metrazol, 
ands $l cc. of 10-percent solution; strychnine, 
and §irom 5 to 10 mg. The patient should be 
icers Bkept warm; oxygen should be given. 
| in- @ Intravenous injections of 5-percent 
liter- dextrose solution, or dextrose in saline 
rican solution, will maintain the blood volume 
scro and keep renal excretion at a high 
as in @level, 

Side-actions of the Barbiturates 

f the § Undesirable actions or side-actions are 
nt of funcommon, appearing mainly after their 
1, or §continued use. Excitement, delirium, or 
slops. HProfound sedation may occur after a 

small dose. Skin rashes, and edema of 





the lips and eyelids have occurred. When 
e barbiturates have been taken for 












‘Med. Ann, Dist. Col., July, 1942 
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months or years, a condition that closely 
resembles morphine addiction occurs. 
Omission of the drug is followed by 
nervous irritability, muscle tremors, and 
continuous ataxic movements; adminis- 
tration of the drug to such addicts is 
followed by a sense of wellbeing and re- 
lief of irritability. 

The barbiturates are habit-forming; 
unlike morphine, they can be obtained 
fairly readily. Permanent brain dam- 
age is caused by their continued use. 
Kracke’s work shows that ‘“‘laymen will 
use the barbiturates as they do alcohol.”’ 


G. B. Rorn, M.D. 
Washington, D. C. 


sa 


The Treatment of Painful Feet 


In the treatment of painful feet, for- 
get about ‘‘fallen arches.’”’ Carefully- 
taken roentgrams, in many cases of 
painful feet, show that the first metatar- 
sal bone is quite short and that the 
weight of the body is thus thrown on 
the second metatarsal (formerly labeled, 
“falling of the transverse arch’’). 


Rule: Assume, in general, that pain 
in the top and sides of the foot calls 
for a check on the shoe; when the pain 
is on the bottom or sole of the foot, 
the trouble is probably with the foot 
itself. 


Take at least a dorsoplantar x-ray 
view of both feet in every patient. The 
roentgram is as important in foot dis- 
orders as blood tests or urinalyses are in 
their fields. Any patient who objects 
very seriously is not sincere in his desire 
to be helped and probably will not co- 
operate well. 


Soft tissues and nerves that have been 
kept in a state of irritation for months 
or years do not become riormal in a few 
days. The patient should rest as much 
as possible, preferably with the feet ele- 
vated to the hip level, or should obtain 
frequent brief periods of rest during the 
day. No activities besides those absolute- 
ly required should be permitted, corns, 
calluses, warts and other causes of sur- 
face irritation should be removed, and 
shoes should be fitted well. Late in the 
day, the feet should be treated with 
contrast plunges (soaking the feet in hot 
water for 4 minutes, in cold for 1 min- 
ute, and repeat the process 4 times). 
Other physical therapy or drugs may be 
added as required. After from 10 to 14 
days, a “‘compensating insole’ should 
be put in the shoe and worn at all 
times.—DupbLEy Morton, M.D., in N.Y.S. 
J. M., Nov. 15, 1942. 


The Diagnosis of Sterility 


The first step in the study of a sterile 
couple is the simple microscopic exami- 
nation of the sperm of the husband. In a 
normal specimen we should at once see 
innumerable spermatozoa dashing about 
rapidly. When we have to search for 
spermatozoa, the specimen is abnormal. 

The first specimen may be taken in a 
condom or jar. If live sperm are found, 
the wife is instructed to come to the 
office as soon as possible after coitus, 
and of course, without taking a douche. 
The usual vaginal speculum is inserted 
and suction made on the external os with 
a pipette or a blunt needle on a syringe. 
The cervical contents are placed on a 
slide, covered with a coverglass, and 
examined. If we see living spermatozoa 
we know that (1) sperm reach the endo- 
cervix; (2) the vaginal and cervical se- 
cretions do not kill the sperm; and (3) 
we need pay no attention to the position 
of the uterus or cervix. 

If dead spermatozoa are found, a 
jar specimen is then examined and, if 
they are dead here also, the fault lies 
with the husband. If no sperm are to be 
found in the cervix, the husband may 
still be at fault, even though live sperm 
are found in the jar or condom. If the 
husband is suffering from a tight urethral 
stricture, the semen may remain behind 
the stricture until the penis becomes 
flaccid; or he may be suffering from 
rapid or premature ejaculation; or (less 
likely) may have hypospadias or epis- 
padias, in which case the semen is di- 
rected away from the cervix, or even 
from the vagina. 

The syringe may be inserted to the 
fundus of the uterus and suction made 
again. If live spermatozoa are found, 
we know that anteflexion or retroflexion 
of the uterus does not prevent the 
spermatozoa from reaching the uterine 
cavity and that they can live on the en- 
dometrium. 

If living spermatozoa are found in the 
uterus, one then blows air or gas through 
the cervix to determine if the fallopian 
tubes are open. The gas or air may be 
seen by a roentgram, or the pressure 
determined by using a manometer to 
show the amount of pressure needed to 
open the tubes. 

Ovarian causes: As a rough guide, we 
may say that, if the woman began men- 
struation at the age normal for her 
race, if secondary sex characteristics 
have appeared normally, and if menstru- 
ation has been fairly regular, lasting 
an average number of days and the 
amount of blood lost was normal, the 
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probabilities are that the ovaries are 
functioning normally. It must be r>- 
membered that we cannot palpate or 
diagnose an atrophic ovary except ly 
exclusion; an enlarged or displaced 
ovary can often be palpated. 

In mild cases of undeveloped uterus, 
the use of prolonged hot douches muy 
help to develop it. Thyroid or pituitary 
extract should be given, if these glands 
are at fault. Cervicitis must be cured, 
by medical therapy or by cautery. — 
Max HuHNER, M.D., in Med. Rec., Nov., 
1942. 
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The Diagnosis and Treatment of 


Heart Disease* 

Cardiac symptoms appear in arterio- 
sclerosis, hypertension, congenital mal- 
formations, syphilis, and rheumatic 
fever, only when the myocardium begins 
to fail. 

History: Dyspnea and palpitation ap- 
pearing after exertion, especially exertion 
soon after meals, are typical symptoms. 
Slight pathologic difficult breathing is 
little more than the normal “short- 
ness of breath’? on unusual exertion. 
Greater dyspnea comes on in asthma- 
like attacks, chiefly at night or after ex- 
ertion. Both palpitation and dyspnea 
may be greater with the patient lying 
down than when he sits up. 

From congestion of individual organs 
may come nocturia digestive disturb- 
ances, dull upper abdominal pain, and 
slight jaundice, Pulmonary congestion 
may result in a cough and occasional 
slight hemoptysis. Cardiac failure is di- 
agnosed, not from the heart findings, 
but from the evidences of congestion in 
other organs. There are usually coarse, 
moist, crepitant rales at the base of one 
or both lungs. The liver is usually en- 
larged, smooth, and tender. Later edema 
of the ankles appears. 

Edema from myocardial failure never 
extends above the hydrostatic level of 
the heart. Fluid may appear in the peri- 
cardial, pleural, and peritoneal cavities. 

Treatment: Reduce the heart’s work 
and increase cardiac efficiency, by 
medication, diet, regulation of activity, 
and removal of fluid. Activity must be 
reduced until no symptoms or signs are 
present. Persistent edema or rales indi- 
_ that the rest must be complete, in 

ed. 

Morphine is the most valuable drug 
in advanced heart disease. Phenobarbi- 
tal, % or % grain (16 or 32 mg.) three 
times daily, often promotes peace of 
mind. Digitalis should be given unless 


*South Med. & Surg., July, 1942 
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contraindicated. If the patient has had 
no digitalis, 7% grains (0.5 Gm.) are 
given as the first dose; 4% grains (300 
mg.) in 4 hours; then 3 grains (200 mg.) 
every 4 hours, until nausea appears the 
next day, For those who have had the 
drug recently or whose digitalis history 
is unknown, 3 grains (200 mg.) every 
4 hours will be safer and will digitalize 
the patient in 3 or 4 days, at the longest. 
As a maintenance dose, from 1% to 3 
grains (100 to 200 mg.) daily—enough to 
produce mild nausea occasionally — is 
t. be continued indefinitely. 


Weigh the patient every day; increase 
ir weight is the first sign of fluid re- 
tention, and precedes the appearance of 
edema by several days. If edema is 
present or if the weight increases, have 
the patient stop using salt in his food 
and rest as much as possible. 


If edema does not promptly disappear 
aiter rest and a low-salt diet, give 15 
grains of ammonium chloride or ammo- 
nium nitrate three times daily for 3 
days, followed by icc. of Salygran in- 
travenously. The Salygran is repeated at 
three day intervals until the edema sub- 
sides or the drug ceases to have a diu- 
retic effect. 

J. B. McLester, M.D. 

Birmingham, Ala. 


+ 


Benzedrine Sulfate in 
Chronic Alcoholism 

When a dipsomaniac stops the use of 
alcohol, he is severely depressed and 
very uncomfortable, and feels that he 
must take something to relieve him. As 
the only thing he knows to take is alco- 
hol, the vicious circle continues. That 
is why most of these patients have been 
sent to institutions for treatment. 

A method by which they can be man- 
aged without hospitalization, safely and 
in most cases satisfactorily, is by stop- 
ping the alcohol at once, and giving 
from 10 to 30 mg. (sometimes more 
may be needed, as determined by care- 
ful clinical test) of Benezdrine (amphe- 
tamine) Sulfate (S.K.& F.) daily, in two 
equal doses, one with breakfast and the 
other at noon. 

The individual optimum dose should 
be continued until the patient is reason- 
ably comfortable and able to work with- 
out his alcohol, and should then be grad- 
ually diminished, and finally stopped, 
after which an occasional dose can be 
taken, in periods of depression, in place 
of alcohol. 


Benzedrine Sulfate is not a panacea in 


CHRONIC ALCOHOLISM 
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these cases, but is a valuable aid, to be 
used in addition to any other treatment 
that may be indicated. It should not be 
used in treating a ‘“‘hangover’’ follow- 
ing an occasional spree. It is a poten- 
tially dangerous drug (though no evi- 
dences of addiction to it have been seen 
in any of the 56 patients who have taken 
this treatment), and should never be 
used except under the supervision of a 
physician.—W. Bioompserc, M.D., in A.J. 
Psychiat., Jan., 1942. 


+> 


Postoperative Pulmonary 
Complications 


Do not operate during epidemics of 
upper respiratory infections, except in 
emergencies. See that the patient’s teeth 
and mouth are clean and are brushed 
daily, to prevent aspiration of infect- 
ious organisms. Before operating, be 
sure that the stomach is empty; when 
operating in an emergency, have a gas- 
tric lavage given. 

Tonsillectomy and other mouth and 
throat operations should not be perform- 
ed unless suction is used to prevent as- 
piration of blood and pus into the lungs. 
Tissues should be handled gently; de- 
pend on relaxation rather than forcible 
retraction, which traumatizes_ tissues 
with subsequent danger of thrombosis 
and emboli. For the same reason, avoid 
mass ligatures. At the end of an opera- 
tion, ventilate the lungs with oxygen or 
a mixture of oxygen and air. Do not 
apply adhesive dressings tightly to the 
lower part of the chest or upper part of 
the abdomen. 


If secretions in the pharynx are ex- 
cessive, elevate the foot of the bed or 
use pharyngeal suction, and irrigate with 
weak saline and ephedrine solutions. As 
soon as the patient is awake, encourage 
deep breathing, in through the nose 
and out through the mouth, at frequent 
intervals. Arm and leg exercise should 
be started early. Avoid excessive use 
of sedative drugs, especially morphine. 
— C. Eccers, M.D., in N.Y.S.J.M., Dec. 
15, 1942. 

o 


Insulin-Resistant Diabetes 


In insulin-resistant diabetes, abnormal 
amylase activity reduces liver glycogen 
and increases blood sugar. Treatment: 
A high-carbohydrate diet is given, with 
additional insulin to burn it. Amylase 
activity is thus slowed up, insulin resist- 
ance is broken, and the patient is 
brought under control.—S. Soskrin, M.D. 
Chicago, Il. 
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The Tuberculin Test in 
Private Practice 


The tuberculin test (preferably the in- 
tracutaneous injection of old tuberculin 
or purified protein derivative, but the 
Vollmer patch test gives good results) 
should be performed: (1) On all chil- 
dren for whom the physician is respons- 
ible for routine care, initially at the 
age of two or three and subsequently 
at two- or three-year intervals on all 
children who were previously negative 
(nothing is to be gained by repeating 
the test on a child who has previously 
had a positive reaction); (2) on all chil- 
dren with chronic illness; (3) on all chil- 
dren with an acute illness in which 


there is even a remote chance of tuber- 
culous infection (it may not react while 
fever is present); and (4) on all sb- 
lings of children with positive tubercu- 
lin reactions, even though roentgrarns 
are obtained. The result of the test may 
be a factor in the differentiation of a 
pulmonary lesion.—W. E. NeEtson, M.’).. 
in Penn. M. J., Jan., 1943. 


[Old tuberculin is furnished by meny 
state departments of health withvut 
charge. Purified Protein Derivative is 
marketed by Parke, Davis and Com- 
pany. Lederle Laboratories supply ‘he 
Vollmer patch tests, which are sim) ly 
applied to the arm or back after cleans- 
ing the skin.—Eb.] 


MEDICO-MILITARY NOTES 


Military Status for Physical Therapy 
Aides and Dietitians 


Two new corps in the Medical Depart- 
ment of the Army of the United States 
have been authorized: one for physical 
therapy aides and the other for dieti- 
tians. Each of these corps will have a 
director, with relative rank of major 
(the superintendent of the Army Nurse 
Corps now has relative rank as colonel), 
and others will be commissioned in the 
relative grades of second and first lieute- 
nant and captain. All will receive the 
pay and allowances of their grades. Most 
of the appointments will be made from 
those now on duty with the Medical 
Department in the Civil Service status. 

a 


Care of Test Pilots 


Test pilots are more likely to suffer 
from chronic exhaustion than are trans- 
port pilots, because of the nature of the 
work of the former, who must fly long 
hours under the emotional strain of not 
knowing how the new planes will behave. 

The symptoms of this condition are 
chronic fatigue, a feeling of inward ten- 
sion and uneasiness, anxiety, difficulty 
in concentration, insomnia, irritability, 
headache, gastrointestinal disturbances, 
and an increased awareness of and pre- 
occupation with normal bodily pro- 
cesses, 


To minimize this trouble, these pilots 


should be kept in good physical condi- 
tion; should have short vacations of at 


least one week in seven; should sleep 
eight hours every night; and should 
avoid more than two or three high-alti- § 
tude flights in succession. 

Hobbies, especially those quite differ- 
ent from the ordinary work and involv- 
ing the making of something or gather-h, 
ing collections of some sort, are of 
great value. Sedatives and cerebral 
stimulants should be taken only under 
the direction of a physician.—Drs. J. H. 
TILLISCH, and M. N. WatsH, in War Medi- 
cine, Dec. 4, 1942. ; 


a 
War Wounds 


War wounds should be treated, with- 
in six hours after they are received, 
with thorough soap and water cleansing; 
adequate debridement; primo-secondary 
or no suturing; sulfonamides, locally and 
internally; adequate dressings; blood orf 


plasma infusions for shock and _infec- 
tion; careful redressings, as required; 
and no secondary incisions except for 
localization. — J. J. Moorneap, M. D., 
in A. J. Surg., 56:338, 1942. 


a 


Medical Quotas 95 Percent Filled 


Procurement 


the 1942 quota of medical officers for theff 
armed forces was filled. Some states have 

furnished more than their proportionate 

number, and some less, and it is from 

these latter that the physicians needed 

this year should come.—J.A.M.A., Oct. 

31, 1942. 
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Riboflavin Deficiency 


e The earliest sign of riboflavin (vita- 

mit! By) deficiency is the appearance of 

linear fissures at the angles of the 

mouth. In severe cases, the cornea be- 

comes inflamed and vascularized.—Am. 
Jig. Dis., Oct., 1942. 
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Repeated Abortions 


e Three successive abortions or still- 
births are required to prove that chance 
klone is not the cause of the miscar- 
riages. After one abortion, 78 percent 
jill not repeat; after two, 62 percent 
jill not repeat; after the third, 27 per- 
ent will not repeat; after four abor- 
GBions, only 6 percent will not repeat. 
“Pathologic study has shown that most 
pf the ova passed at the time of mis- 
arriages are pathologic. — Rosert N. 
~RRuTerForD, M.D., in West. J. Surg., Ob. 
- Gyn., Nov. 1941. 



















a rouble After Tonsillectomy 
. If recurrent infections of the tonsil 
Viedi-ped occur after a tonsillectomy, suspect 





pnd look for a bronchial cleft cyst, drain- 
ng through the tonsillar fossa. These ano- 
nalies are not uncommon.—RoBIN Harris, 
M.D., in Laryngoscope, July, 1942. 
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)bjective Diagnosis of Allergy 


Nasal polyps and pale, swollen turbi- 
ates are significant of nasal allergy. 
fusical and siblant rales may persist 
or weeks, or permanently, in the chests 
if asthmatic patients. Chronic, recur- 
ent asthma may be suspected if the 
hest is expanded antero-posteriorly 
“barrel chest’’), if the expansion is 
bor, and if kyphosis is present. The 
hest roentgram shows such changes, 
illed fnd also the decreased density of the 
nment/ngs. Other evidences of a past or 
‘ent offporonic asthma, such as low fixation of 
or thee diaphragm, pulmonary fibrosis, and 
s haveg’lative emphysema may also be seen 
Hionateg® the film. An eosinophil count of more 
; fromgean 4 percent is strongly suggestive 
necded allergy, if no parasitic infestation is 

Oct.mresent.—R. W. Hype, M.D., in New Eng. 
~ .Med., Aug. 13, 1942. 
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Insulin Overdosage 


@e The common early symptoms of in- 
sulin overdosage are (1) hunger, (2) nerv- 
ousness, (3) blurred vision, (4) want of 
concentration, (5) confusion, and (6) 
sweating. Less common are vomiting, 
double vision, numbness of the finger 
tips, and numbness of the lips and 
tongue. Tremulousness, weakness, and 
confusion before breakfast appear. — 
Med. World (Lond.), Aug. 28, 1942. 


Drugs and Mental Disease 


@e Among 115,845 patients admitted to 
Massachusetts mental hospitals, the an- 
nual rate of those admitted for psychos- 
es due to the use of drugs was 0.7 per- 
cent. Alcoholics made up 42.5 percent of 
all admissions and 65.4 percent of read- 
missions. The recovery rate in these 
cases is high and the death rate low. 
—MeErritL Moore, M.D., et al, in Confinia 
Neurol., Vol. 4 (1941). 


Hypothyroidism and Dyspepsia 

e Atrophic gastritis is often associated 
with hypothyroidism. Such masked hy- 
pothyroidism may cause anorexia, flatu- 
lence (especially after meals), consti- 
pation, occasional nausea, hypoacidity 
with abdominal pains, and anemia.— 
F. C. Gotpinc, M.D., in Ann. Int. Med., 
Dec., 1942, 


Hypermetabolism 


e Hypermetabolism is not the same as 
hyperthyroidism, and may exist with- 
out organic disease. Basal metabolism 
tests must be accurate.—J. WILLIAM 
Hinton, M.D., before I.P.M.A., Oct., 1942. 


Anorectal Abscess 


e A small abscess near the rectum or 
anus should be diagnosed early and in- 
cised. These abscesses ‘‘point’’ through 
the tough skin late, and only after they 
have extended through much healthy 
tissue. In the presence of anal pain or 
soreness without definite swelling, ten- 
der to touch or on sitting, not aggravated 
by defecation but somewhat relieved 
when the bowels are evacuated, one must 
suspect an early abscess. The patient 
must always be told that an anorectal 
abscess usually leads to a fistula-in- 
ano.— F. G. Runyon, M.D., in Med. 
World, Sept., 1942. 


THUMBNAIL 


Vitamin K for Babies 

e@ Vitamin K may be given by rubbing 
it into the skin of newborn babies. Four 
drops (0.2 cc.) of liquid petrolatum, con- 
taining 1 mg. of vitamin K, should be 
applied to every infant’s skin, as a pre- 
ventive measure against hemorrhagic di- 
sease of the newborn.—H. VottmeR, M.D., 
in Minn. Med, Nov., 1942. 


Dizziness Following Head Injuries 


e The vertigo experienced following 
head injuries may be relieved by injec- 
tions of Prostigmine, 1 cc. of the 1:2000 
solution twice weekly, and oral admin- 
istration of a 15 mg. tablet of Prostig- 
mine bromide three times daily. —J. Y. 
MALone, M.D., in J.A.M.A., July 11, 1942. 


Foreign Protein Reactions 

in the Tropics 

e People living in the tropics are 
more susceptible to foreign protein reac- 
tions, and these allergic manifestations 
are more severe than they are in cool 
or temperate countries.—Dr. CLARENCE A. 
Mus, of Cincinnati; reported in Science 
News Letter, Feb. 6, 1943. 


Hydrochloric Acid 


@ Patients who are taking hydrochloric 
acid for achlorhydria should be caution- 
ed to uSe a glass drinking tube, to 
avoid losing calcium from the enamel 
of their teeth. — B. Sarnat, M.D., in 
J.A.M.A., Dec. 12, 1942, 


Suppression of Lactation 
With Stilbestrol 


e The use of stilbestrol, before painful 
engorgment of the breasts has begun, 
will prevent lactation. Dose: 5 to 15 mg. 
daily for the first 4 postpartal days. — 
C. Comtrns, M.D., in Tri-State Med. J., 
Nov., 1942. 


THERAPEUTICS 


Gallbladder Distress 


@ The sphincter of Oddi can be rel.ixe 
by (1) ingestion of a fatty meal; (@ 
inhalation of amyl nitrite or placin 
1/100 grain (0.65 mg.) of nitroglycer; 
on the tongue; or (3) taking magnesiuy 
sulphate by mouth. — South. Meu. 4 
Surg., June, 1942. 


Sulfaguanidine in 
Bacillary Dysentery 


@ The prompt and sufficient use of su 
faguanidine not only reduces the severit 


cable period to an end earlier than is th 
case among similar, but untreated, pd 
tients. There is less chance for th 
development of a peristent carrier stags 
—HaveN Emerson, M.D., in South Med 
J., Jan., 1943. 


Belladonna 


@ Belladonna is the digitalis of the ga 
trointestinal tract.—ABRAHAM H. Aaron 
M.D., Buffalo, N. Y., before I.P.MA 
Oct., 1942. 


Herpetic Conjunctivitis 

@A cotton applicator soaked in ether j 
rubbed on the herpetic lesions on th 
cornea after local anesthesia has bee 
established by Metycaine or Pontocaingl; 
Following the treatment, a few drop 
of 1-percent atropine solution and a 
antiseptic ointment are applied to th 
eye and a bandage applied. Rapid hea 
ing follows without pain or chemosi 
—E.E.N.T.M., Oct., 1942. 


Vaginal Antiseptics During Labor 


@ The use of vaginal antiseptics durin 
labor and preceding each vaginal exam 
nation and vaginal manipulation has x 
sulted in a perfect record: 11,000 delive 
ies without a death from infection. Wi 
tery solutions, not tinctures, should 

used. Either mercurochrome in aqued 
solution or a 1-percent solution of ac! 
flavin in glycerin may be instilled i 
the vagina with a sterile syringe evel 
4 hours.—H. W. Mayes, M.D., in West 

Surg., Ob. & Gyn., Nov., 1942. 
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NEW BOOKS 


Any book reviewed in these columns 
will be procured for our readers if the 
order, addressed to CLINICAL MEDI- 
CINE, Waukegan, Ill., is accompanied 
by a check for the published price of 
the book. 


A small number of choice books is 
sufficient.—VOLTAIRE 
* 


CONTRACEPTION AND STERILITY 


Beebe 


CONTRACEPTION AND FERTILITY IN THE 
SOUTHERN APPALACHIANS. By GrBERT 
WHEELER Breese, Ph.D., Former Statistician, 
National Committee on Maternal Health; 


Research Associate, Milbank Memorial Fund. 
Published for the National Committee on 
Maternal Health, Inc., by The Williams and 
Wilkins Company of Baltimore. 1942. Price, 
$2.50 


This monograph embodies the studies of 1,300 
families in Logan County, West Virginia. Not 
only the contraceptive, but the social, eco- 
nomic, and cultural aspects are included. 
‘Complete histories, including the age at first 
marriage (which was found to be, on an 
average, 2 years beloW that for the country as 
@a whole), frequency of coitus (averaged twice 
weekly, as is true for the country), and suffi- 
cient data to delineate patterns of reproduc- 
tion, were obtained. 

To those who are interested in the study of 
human beings and all the factors that effect 
birth control, this report is well worth reading. 


aa 


ELEMENTARY PHILOSOPHY 


Hall 


FIRST PRINCIPLES OF PHILOSOPHY: Di- 
rection of Mental Activity in the Science of 
Perfection. By Manty PaLMerR Hatt. Second 
Enlarged Edition; Ten Illustrations. Los 
Angeles, Calif.: Philosophical Research 
Society, Inc. 1942. Price, $2.00. 

Adversity cannot be successfully faced by an 


inf individual who lacks a philosophy that really 


offers a reason for living; and such a philos- 
ophy is now available to those who are willing 
to put forth reasonable effort to learn and 


Muse it. 


The first step in the organization of thought 
is to reduce the complexity of knowledge to 
a relatively simple program, and then follow 
it. In this book, the author has selected, from 
the vast philosophical literature, a few basic 
principles which, once grasped, will enable 
one to live with a fair measure of true intelli- 
gence. 

Here are set forth, in simple, inspiring 
words, the elements of the seven branches of 
philosophy: Metaphysics (the science of the 
invisible universe, as physics is the science of 
the visible); Logic; Ethics; Psychology; Epis- 
temology (the study of the nature of knowl- 
edge); Esthetics; and Theurgy (the living of 

sdom). There is also an appendix of some 

0 pages, of fascinating information and an- 
ient allegories. 

The teachings here presented will be intelli- 


704 gible to any true literate person, but it is not 


a book for superficial dabblers. The thoughtful 


and sincere reader, who will study these pages 
and make use of these ideas, will be on the 
way to a higher and finer life than he has even 
imagined, hitherto. 

> 


FRACTURES 


Magnuson 


FRACTURES. By Paut B. Macnuson, M.D., 
Associate Professor of Surgery, Northwestern 
University Medical School, Chicago. 317 illus- 
trations. Fourth Edition, revised. Philadel- 
phia, London, Montreal: J. B. Lappincott 
Company. November, 1942. Price, $5.50. 

This fourth edition is as practical, as clearly 
written, and as definite as were its predeces- 
sors. The author has the gift of nine. in 
an interesting style, the best method of han- 
dling fractures of various parts of the body. 
No long discussions are entered into, as the 
book is planned for the man who must take 
care of fractures under the poor conditions of 
war or of road accidents. Photographs and 
sketches show the proper technic of reducing 
and retaining the broken bones. 


* 


GYNECOLOGY FOR PRACTITIONERS 


Cooke 


ESSENTIALS OF GYNECOLOGY. By Wrtarp 
R. Cooke, M.D., F.A.C.S., Professor of Ob- 
stetrics and Gynecology, University of Texas; 
with 197 illustrations, including 10 in color. 
Philadelphia: J. B. Lippincott Co. 1943. 
Price, $6.50. 

Here is a real, practical text on gynecology 
for the general clinician and family doctor— 
not an exhaustive treatise for the specialist. 
Dr. Cooke does not try to supplant the texts on 
anatomy, embryology, and physiology, but in- 
cludes all that is practically pertinent to the 
subject in 57 pages; then come brief and help- 
ful chapters on the patient herself, and on his- 
tory taking. 

In a pleasing and readable style—all fresh 
stuff, as used by a keen teacher—he sets forth 
the things that the general practitioner needs 
to know in order to make a diagnosis; treat 
the non-surgical disorders; prepare a patient 
for operation; perform the simpler operations 
himself; and realize when to call in a 
specialist. 

The pictures are all teaching illustrations— 
almost all original, including many illuminat- 
ing line drawings—which tell a clear, practical 
story. The paper, typography, and general 
bookwork make a handsome volume of con- 
venient size. 

In its field, this is the best book we have 
seen, and no general clinician can afford to 
deny himself the real help it will give him in 
his daily work. 

oe 


OTHER BOOKS RECEIVED 


With Brief Descriptions 


THE NATIONAL FORMULARY, Seventh Edi- 
tion (N.F. VII). Prepared by the Committee 
of the N. F. of the American Pharmaceutical 
Assn. Official from Now. 1, 1942. Washington, 
D. C.: American Pharmaceutical Assn. 1942. 

This companion book to the Pharmacopeia is 

too well known to need extensive description. 

It is indispensable to pharmacists and to doc- 

tors who prescribe. 

MENTAL ILLNESS: A Guide for the Family. 
By Eprtu M. SrTern, with the collaboration of 
Samurt W. Hamitton, M.D. New York: The 
Commonwealth Fund. 1942. Price, $1.00. 

A valuable book for any family in which men- 

tal disease occurs. Tells little-known facts 

clearly and simply. 
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Send for This Literature 


To Assist You in Obtaining’ New and Worthwhile Information, 
“C.M.” will forward your requests for any literature listed here. 


MAKE USE OF THIS FREE LITERATURE AND SERVICE DEPARTMENT 
& 


Dr. Weirick’s Sanitarium; Treatment 221 Basic Data on Pollens and Sporss. 
of Drug Addicts. Folder. Illustrated pamphlet. 


Elixir Bromaurate in the Treatment 222 Clinical Application of Argyrol. Il- 
of Whooping Cough and other Per- lustrated pamphlet. 

sistent Coughs. Pamphlet. Potent Female Sex Hormone. Pro- 
Menstrual Regulation by Sympto- gynon-DH Tablets. Folder. 

matic Treatment. Pamphlet. Schering Handbook. Catalog of prep- 


Hyperol. A Utero-Ovarian Tonic and arations. 
Corrective. Pamphlet. Estrogenic Hormone Therapy; Sur. 


Gray’s Compound. Circular. vey of latest reports. Pamphlet. 


Foot Weakness and Correction for Liver and Iron Therapy . Booklet. 
the Physician. Illustrated booklet. Brief Facts for Physicians. Folder. 
Adrenal Cortex; for the Treatment The Majesty of Sleep. Booklet. 


of Addison’s Disease and Asthenia. Anorexia and Constipation. Folder 
Folder. : a 


Neo-Pl id. The Modern Solution The Therapeutic Review. Booklet. 

eo-Plasmoid. The Mode i ae 

for the Injection Treatment of Her- Abstracts on Sulfadiazine. Booklet. 
nia. Hernia technics. Illustrated Cedilanid — The Key to the failing 
pamphlet. heart. Folder. 


Apestrin in Utero-ovarian Insuffi- Sperm—Diagnosis and Treatment of 
ciencies. Circular. Sperm Disorders. Illustrated Book- 


let 
Lydin — Biologically Standardized : sol Be 
Male Sex eon acuiker The Pituitary Gland. Illustrated 


Book. 
Vita-Kaps Improved. Concentrate of 5: : 
Steams, Folder, B Natural—Vitamin B Complex Pow- 


Terra Sigilatta; the Story of Kao ae. See 
erra Sigilatta; e Story o - : z ; 
magma. Illustrated Pamphlet. Graphic Evaluation of Oral Vaccina- 


tion in Prophylaxis of Common Cold. 
Proluton and Pranone-(pure corpus Illustrated Booklet. 


luteum hormone and orally effective Stilbestrol. Pamphlet. 
progestin, respectively) for use in 54 Scientific references on “Vitami 
threatening and habitual abortion, Thera in the Treat o a 
functional dysmenorrhea and pre- py in Ge Treatment of Hoag 


- Disorders.’’ Booklet. 

menstrual tension. Folders. 255 Forty Years of Observation on Goi- 
Vitamin B Complex Syrup and ter. Booklet. 

Elixir. Circular. 256 Benzoic Acid Therapy. Booklet. 


USE THIS COUPON! 


Enter below the numbers of the literature you desire; tear off and mail to: 


CLINICAL MEDICINE : 
Medical Arts Bldg., Waukegan, III. We will do the rest! 
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SOLGANAL-B OLEOSUM 


SOLGANAL-B OLEOSUM (aurothioglucose), a gold compound of high 
therapeutic efticiency and low toxicity for the treatment of rheumatoid 
arthritis. Improvement has been reported in sixty-five to seventy-five 
per cent of cases. SOLGANAL-B OLEOSUM is administered intramuscu- 
larly in regular courses separated by rest periods. Complete informa- 
tion concerning the actions and uses of SOLGANAL-B OLEOSUM* may- 
be obtained from the Medical Research Division. «trade Mark Reg US Pat Ott 


md 


EZ 


Par: 
SCHERING CORPORATION iN BLOOMFIELD: NEW JERSEY 





